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Just Published! 


An introduction to the basic principles 
of a psychosomatic approach to medi- 
cine with discussions of 79 clinical 
histories. 


Grinker and Robbins’ 


PSYCHOSOMATIC 


CASE BOOK 


By ROY R. GRINKER, M.D. 
and FRED P. ROBBINS, M.D. 
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Examination. Differential Diagnosis. Formulation of the Case Problem. Part III. 
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MENT—Planning and Beginning Therapy. Some Methods of Treatment. The Doctor- 
Patient Relationship in Therapy. Part V. GENERAL SUMMARY. 
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following are specifically discussed: INFECTIOUS HEPATITIS in a young man 
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and UNBEARABLE SUFFERING in a dependent, narcissistic man. Acute onset of 
GLAUCOMA coincidental with difficult life problems. PARTIAL CARDIAC PAIN 


associated with competitive feelings toward a significant supporting person. 


Throughout these discussions Dr. Grinker and Dr. Robbins stress the need for in- 
creased understanding of the total process in the development of disease on the part 
of each individual therapist, whether general practitioner or psychiatrist. 

360 Pages 
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Electronicraft made the electronarcosis instruments used by Cal. Tech. pioneers; 
Electronicraft instruments are currently the choice of over 95% of the Western 
Hemisphere leaders in this field. 


Electronicraft developed the automatic glissando for the discoverers of this 
humane and safer method of commencing an electro-shock and an electronarcosis 
treatment. 


Electronicraft’s electronarcosis instrument is versatile: 


“Tt is possible to give several modifications of electric 
treatment, using only the electronarcosis instrument, 
with results which are comparable to those ob- 
tained with EACH of the OTHER instruments.” 
(emphasis supplied) 
Bowles, Lester L. The Use of the 
Electronarcosis Instrument for 
Several Types of Treatment. 
Psychopathology, Vol. XIV, 
No. 2, June 1953 
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Specification Sheet: 
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instrument’s conveniences and advantages is available. We have no salesmen or 
North American agents. No one will “follow-up” your request for literature. 


Electronicraft Company 


534 Douglas Building 
257 South Spring Street 
Los Angeles 12, Calif. 
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THE AMERICAN JOURNAL OF PSYCHIATRY 


INTRODUCTION 


Our nation, engaging enemies who far out- 
number her in manpower, must employ a 
rigid economy in the combat use of available 
resources. We cannot afford the luxury of 
having one army fighting and another shut- 
tling back and forth through unwarranted 
medical evacuations. Military psychiatry, 
adapting to this need, has contributed to a 
firmer discipline designed to prevent avoid- 
able manpower loss due to adjustment dif- 
ficulties. The system now works so well in 
Korea that, for practical purposes, the only 
psychiatric evacuations are of psychotics. 

Establishing this discipline in combat rests 
mostly with the division psychiatrist. As a 
staff officer of the division surgeon, his pri- 
mary concern is the sound handling of in- 
fantrymen from the psychiatric point of 
view. This turns him toward personnel as- 
signment, reassignment, trouble-shooting, 
teaching, and indoctrination. 

The orientation of other medical officers 
to their psychiatric responsibilities is perhaps 
his major staff function. While fully aware 
and prepared for their responsibility of treat- 
ing the sick and wounded, these physicians 
are naturally not always so much aware of 
the fact that it rests with them to decide 
whether each soldier who presents a com- 
plaint is thereby sick, incapacitated, and re- 
quiring treatment, or is nonetheless fit for 
duty. Yet, in the military, no one else can de- 
cide. By teaching and emphasizing the facts 
of motivation, and sharing the onus of diffi- 
cult decisions, the psychiatrist gives support 
to other medical officers. 

As the combat physician strives to remain 
medically objective, he inevitably encounters 
soldiers who try to avoid duty by the medical 
route. For proper handling of such patients, 
a clear understanding of the problem at all 


1 Psychiatrist, 25th Infantry Division (March- 
September 1952). 

2 Neuropsychiatric Consultant 
U. S. Army Forces, Far East. 


Medical Section, 


KOREA: CURRENT PSYCHIATRIC PROCEDURE AND 
COMMUNICATION IN THE COMBAT THEATER 


CAPT. ROBERT M. EDWARDS, M.C., A.U.S.,1 ann DONALD B. PETERSON, COLONEL, 
M.C., U.S.A.? 


levels, a practical procedure and definition of 
medical and administrative responsibility, 
and good communication between the doctor 
and command are necessary. In Korea, build- 
ing on the basis of the psychiatric advances 
of World War II, we believe these aims have 
been attained. 

It is the purpose of this paper to illustrate 
the actual operation of both policy and com- 
munication in one case, a patient from the 
character disorder group. The broader com- 
bat psychiatric picture is well described else- 
where(1, 2, 3). 


CASE HISTORY 


The patient, a well-built, 25-year-old white in- 
fantry sergeant, first came to the attention of one 
of the authors (RME) in May 1952, having been 
sent in from his unit aid station for neuropsychiatric 
evaluation following a purported concussion. Before 
he could be interviewed, and without permission, he 
hitch-hiked back to his outfit. It was decided not to 
call him back. 

About a month later he returned, complaining of 
relentless headache. Examination disclosed no de- 
fects. He was contemptuous and impatient in man- 
ner. He declared, “I can’t stand it any longer,” 
though flatly denying any fear of battle. His bat- 
talion surgeon said he was considered an aggressive 
soldier with leadership ability, supposedly rash in 
battle. The diagnosis was antisocial personality. He 
was returned to duty. 

On July 7 he made a third appearance, this time 
even more insistent that he must be evacuated be- 
cause of his headache, but otherwise showing noth- 
ing new. A letter to his company was sent at this 
time. It read: 

“Division Psychiatrist to Company Commander: 

“1. Sgt. N. L. was given a neurological and psy- 
chiatric evaluation on 7 July 1952. 

“2. His chief complaint is headache, described 
... as ‘severe, generalized, disabling.’ .. . 

“3. The neurological examination is entirely 
negative. 

“4. In psychiatric interview he is oriented, alert, 
and cooperative, but in a resentful manner. Mem- 
ory is intact and judgment not impaired. Mood is 
angry, affect extremely hostile. Intelligence is esti- 
mated at above average. There is no indication of 
psychotic thinking. 

“5. He gives many indications of poor motivation. 
He says, ‘I’ve done my share here . . . 1 was told 
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I should never come back to Korea, but I had to 
volunteer. ... 

“6. The headache of which he complains was first 
noted in battle in Korea in 1950, following a ‘con- 
cussion.’ He was evacuated to the U. S. and given 
approximately 9 months of hospitalization at this 
time. 

“7. Ordinarily concussions, without permanent or- 
ganic residuais, give no symptoms after approxi- 
mately 2 weeks. However, secondary gain from 
hospitalization and other advantages of illness often 
prolong the symptoms long after all organic damage 
has been repaired. This appears to have been the 
case with L. 

“8. His headache, at present, is not due to organic 
causes. No headache based on emotional factors 
should be handled by medical evacuation, however 
insistent its victim may be... . 

“9. Poor motivation for duty is not an adequate 
reason for medical evacuation. 

“to... . It is my professional opinion that he is 
fit for duty . . . in his present assignment.” 

Disagreeing with the conclusion, the patient went 
AWOL to a medical station 20 miles south. Lack- 
ing a psychiatrist, they evacuated him to a neuro- 
psychiatric treatment center near Seoul. Mean- 
while L’s platoon leader called, looking for him, and 
mentioned that before his latest evacuation he had 
sentimentally bid everyone farewell, apparently an- 
ticipating no further medical resistance to his rear- 
ward journey. 

At the center in Seoul, a visiting civilian psychi- 
atric consultant to the Surgeon General, during a 
medical meeting, held a teaching interview with 
Sgt. L. In this interview, enormous hostility as well 
as some developmental information was elicited, sub- 
ject to all due reservations about his veracity. He 
said that he had run away from home to work on 
his own at the age of 14; that his happy marriage 
of 24 years, consummated after a 1-week courtship, 
was still childless; and that he was devoted to his 
younger brother, a member of his combat outfit, 
who held a Purple Heart and was soon to rotate 
home. 

Major dynamics suggested in the case were: sub- 
conscious doubts of his masculinity with reactive 
overassertiveness; efforts to outdo his brother, a 
sibling rival; feelings of failure as a husband. Real- 
ity elements were also noted—the most important, 
his desire to leave the front. 

It was concluded that he should have a short hos- 
pitalization, during which a friendly relationship 
would be cultivated in order to promote insight into 
these mechanisms, even though the psychopathic 
traits, poor motivation, and limited time seemed to 
make the outlook unpromising. On L’s discharge, 
a second letter was sent: 

“Seoul Treatment Center to Company Comman- 
der: 

“1. Sgt. N. L. was seen in neuropsychiatric con- 
sultation from 14 July to 22 July 1952. 

“2. Patient entered this organization with com- 
plaints of headaches and passing-out spells which 
began some months ago after a concussion grenade 
exploded in (his) vicinity . .. 

“3. While here the patient was obstructionistic 


and hostile in his attitude and on one occasion went 
AWOL ... he may react to stress with excitability 
and ineffectiveness. . . . His relationship with other 
people is continuously fraught with fluctuating emo- 
tional attitudes because of strong and poorly con- 
trolled hostility, guilt, and anxiety. 

“4. Upon completion of careful examination, this 
case has been diagnosed as an emotional instability 
reaction. He will not benefit from further hospitali- 
zation. . . . This man is capable of doing full duty 
and if he . . . [ fails] we would suggest appropriate 
administrative action be taken.” 

Again taking exception to psychiatric opinion, the 
patient once more went AWOL and, in the ebb and 
flow of battle, somehow attached himself to another 
infantry company, in the 2nd Division. However, 
form soon reasserted itself, and he appeared in the 
division neuropsychiatric tent as a casualty. The 
third letter informally describes this episode: 

“2nd Division Psychiatrist to Company Commander 
(30 July): 


“1, Sgt. L. was admitted on 28 July seemingly 
unconscious. Whenever we approached him, even 
to take his pulse and temperature, he was resistant 
and hostile in movement and speech. Yesterday and 
today, although physically able to get about, he re- 
mained in bed. . . . He said his head hurt—that he 
had been injured in Korea in ’50 and had 4 con- 
cussions. Frankly, this sounds doubtful. ... He 
also gives a story of leading mess sergeants and 
cooks onto Old Baldy. . . . (Upon calling him into 
my office) 1 began to ask him gently what was 
wrong. He screamed angrily, ‘ my head—my head 

—.’ I told him we could give him some pills. . “i 
At that he yelled, ‘Pills, pills—all I hear is pills 

. He took my desk . . . lifted it and dashed it 
to the floor and started to ‘threaten me. It was only 
after several corpsmen came running that he sat 
down, still fuming. 

“According to 8th Army regulations and my own 
feelings and diagnosis, this man does not deserve 
further hospitalization. ... We are discharging him 
to duty under (MP) guards. This is a disciplinary 
and administrative problem, not a medical one, and 
should be dealt with accordingly.” 

This firm handling somewhat chastened the pa- 
tient. What then transpired is described in our 
fourth and final letter : 


“and to 25th Division Psychiatrist (31 July) : 

. This evening L. voluntarily came into my 
office and told a most unusual story. He said that 
in Fort Benning (Georgia), he was given the choice 
of being court-martialled or coming to Korea. He 
chose the latter, and has been here for 5 months 
serving in the same infantry company as his brother. 
About 10-12 days ago he states he was evacuated to 
the treatment center because of concussion. From 
there he was transferred to the evacuation hospital 
[he actually went AWOL to it]. Here, he states, 
the doctors insinuated that he was ‘scared to fight.’ 
He was so angry .. . that he went AWOL from 
there. He wanted to prove he could still fight. He 
heard that the 2nd Division sector was active and 
hitch-hiked up. 

“After telling me this, he requested that he be 
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sent to the evacuation hospital to face possible court- 
martial, and then be sent to the 25th Division. .. . 

“Although I formerly felt that this was an ag- 
gressive reaction, I now lean more toward psychop- 
athy. I hope this information will be of use. .. .” 

L. was then returned to the 25th Division; court- 
martial was considered but eventually dropped in 
favor of direct reduction in grade to private. He 
was transferred from his line company to regimental 
headquarters, a less stressful duty. There, his course 
continued turbulent. He indulged in periodic drink- 
ing excesses, tantrum-like displays, and soliloquies 
about the injustices he had suffered. One evening, 
after hearing that his former platoon leader had 
been killed, he threw himself, writhing, onto his 
bed, and was said by alarmed witnesses to have been 
wrestling with his carbine. When another soldier 
tried to relieve him of it, it discharged, severing the 
web between 2 of L’s fingers. The other soldier 
could not say which of them had actually pulled the 
trigger. 

At this time, formal effort was made to effect an 
administrative discharge, and in working up the 
case from this standpoint, further interesting items 
were added to the record. On his first tour in 
Korea, in August 1950 with the paratroops, he had 
become lost within 3 weeks, was then picked up by 
an infantry division and in another week, he was 
evacuated with alleged concussion and amnesia. This 
was the record upon which he justified his convic- 
tion that he had already borne his share of the 
battle. Further, the record showed that while he 
had indeed applied for overseas duty again, it was 
for Europe, not Korea. 

New light was also shed on his latest concussion 
by inquiry among his infantry squad—frequently 
the only source of objective data on the actual com- 
bat performance of individuals. The patient, with 
his brother and others, had been quietly sitting in a 
bunker, when he suddenly exclaimed: “See those 
Chinese! I'll get them!” and dashed out of the 
bunker and down the slope. He was followed by 
his brother, who brought him back apparently un- 
conscious, saying that he had been felled by a con- 
cussion grenade. The spectators, however, had 
heard no explosion and seen no Chinese. 

At latest reports, new divergences of attitude have 
arisen among line officers about him, for the rumor 
has somehow pervaded his organization that he has 
a metal plate in his skull, and considerable sympathy 
has been engendered in the hearts of many. New 
pressure for his evacuation arose, necessitating an 
X-ray of the skull, which proved normal. L., how- 
ever, blandly denies having any idea where the ru- 
mor originated. 


DIscUSSION 


Among the psychiatrists in the case, there 
appears to have been consistent agreement. 
None thought the patient was psychoneurotic 
or psychotic. All took note of psychopathic 
trends, though disagreeing on their relative 
importance. All were agreed on the proper 
disposition: returning him to full duty with 


his parent organization, where he could either 
function effectively or, failing that, be elimi- 
nated from the service administratively. 
Though in no sense preening ourselves on 
our therapeutic achievement in this case, we 
can none the less take satisfaction from the 
evidence it provides that many psychiatrists, 
of varying civilian backgrounds and persua- 
sions, have come to a like combat orientation 
that will hold up in cases as perplexing as 
this one. 

Now we may ask, is there a key to all of 
this patient’s seemingly strange behavior? It 
would be well to admit right away that our 
total verified facts are limited, but that the 
patient has presented us with a great deal of 
fiction we can scarcely doubt. Indeed, the 
only real consistencies in his stories and ac- 
tions appear to be those arising from the in- 
terpersonal situation: all present a picture 
justifying the evacuation of the patient. They 
may be considered as successive gambits, as 
follows: (1) Alleged concussion in 1950, 
9 months’ hospitalization, alleged voluntary 
return to Korea, another concussion—the pic- 
ture of a fine, well-motivated soldier, mis- 
takenly returned to Korea and now injured, 
ergo, deserving of re-evacuation. (2) Sent 
back to Korea as alternative to court-martial, 
threatening and destructive behavior toward 
psychiatrist, corpsmen, and other innocents— 
the picture of a man, though perhaps once a 
fine soldier, who has now become positively 
dangerous to his comrades and, hence, re- 
quires evacuation. (3) Contrition: “I only 
wanted to show I was a good soldier,” a plea 
to be sent back to face the music. A soldier 
driven by pride to shoulder too heavy a com- 
bat load: “Doctor, have a heart. Send me 
away from this.” 

Behavior otherwise incomprehensible now 
falls into place. His repeated AWOL’s from 
various psychiatric facilities represent shop- 
ping around for the “right,” i.e., the evacuat- 
ing, doctor. The romance of the metal plate 
in his skull, the self-inflicted or provoked 
wound, are later refinements developed after 
simpler and less costly approaches fail. 

To summarize, this patient represents a 
rather marked example of the acting-out en- 
vironmental manipulator, whose approaches 
are in classical and logical sequence. The in- 
cidence of such cases varies directly with the 
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ease of attainment of medical evacuation. 
Since this man had already once successfully 
managed an evacuation, his case, at least in 
part, represents a late result of unwarranted 
evacuation, with fixation not so much of sym- 
tomatology as of false concepts. Needless to 
say, such errors reflecting the general haste 
of our entry into the Korean War are now 
corrected. At one U. S. general hospital, for 
example, where early nonpsychotic psychi- 
atric evacuees from Korea were received, the 
over-all pathology demonstrated was such 
that, under current policies, not 10% of them 
need have been transferred outside the divi- 
sion where they would have continued to 
serve effectively. 

It may be argued that by this approach a 
deeper understanding of the patient’s con- 
flicts and motivations cannot be achieved. 
This we accept, but it really is not a point at 
issue. We have concluded that in fighting a 
war it is impracticable as well as futile to 
commit our limited facilities to attempts at 
long-term therapy. The demands of war on 
the citizen-soldier are current, pressing, and 
allow no time-out for alterations in his basic 
personality. In addition, we doubt that his 
motivation for such treatment would be ade- 
quate when the end-result of “cure” would 
be return to the situation of real personal 
danger from which the symptoms had per- 
mitted him to escape. A successful struggle, 
on the other hand, with the problems he must 
face in combat should enhance the individ- 
ual’s effectiveness, whatever his tasks, for all 
time to come. This is what we now seek to 
offer him. 


SUMMARY 


The case of a 25-year-old infantryman 
who became a neuropsychiatric casualty in 
the Korean War is presented, to permit il- 
lustration of the application of current mili- 
tary psychiatric concepts, method of com- 
munication, and discussion of their rationale. 
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DISCUSSION 


Cor. Atsert J. Grass M.C., U. S. A.—This 
paper stresses rightly the necessity of objective and 
firm management of psychological »:oblems within 
the combat zone. Experiences in World War I, 
World War II, and the Korean Campaign have 
amply demonstrated that the psychiatrist who func- 
tions in forward areas should not permit his tremu- 
lous and weary patients the immediate but tempo- 
rary benefits of neurotic disability gained by medical 
evacuation out of the combat zone; for there so fre- 
quently follows a repetitive pattern of tension symp- 
toms, or hostile behavior, or both. A firm approach 
in the treatment of psychiatric casualties not only 
benefits ultimately the individual by preventing later 
neurotic or behavioral disability, but is a necessary 
policy for the preservation of unit motivation by 
blocking the powerful suggestion to similar conduct 
and symptoms that is produced by loose medical 
discipline. 

From another standpoint, the case presented by 
this paper can perhaps be considered as representa- 
tive of the so-called “psychopath” category. Ques- 
tions are frequently asked of military psychiatrists 
as to the combat effectiveness of “psychopaths.” The 
detailed case presentation of this article can be re- 
garded as a rather typical example of performance 
in the combat zone. Commonly there are initial 
efforts to excel in battle, and not infrequently there 
may be one successful combat performance. Almost 
inevitably however there occurs some dramatic 
symptomatology or other reason for their removal 
from battle. Efforts to continue such persons on 
combat duty are marked by AWOL’s, exhibitionistic 
gestures at returning to combat, hostile activity to- 
ward medical or line officers, and repeated hospi- 
talization with bizarre symptoms and an unreliable 
or evasive history of their difficulties. Also common 
is their characteristic ability to convince others, in- 
cluding officers, of their suffering and previous ex- 
cellent character. 

The defect of the “psychopath,” insofar as com- 
bat is concerned, lies in his inability to become iden- 
tified with others or become part of the combat 
group. Thus he is denied perhaps that most power- 
ful defense against combat fear, namely, group iden- 
tification. Because of this disadvantage, the “psy- 
chopath” is truly alone with his fears in a combat 
situation that literally demands the closeness of 
others for emotional support and protection. 

Briefly summarized, the authors have made a 
valuable contribution by their forthright case pres- 
entation which clarifies important issues of combat 
psychiatry. 
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PSYCHOTHERAPY IN THE COMBAT ZONE* 
ALBERT J. GLASS, Cotonet, MC, U.S.A.? 


Superficially, psychotherapy in the combat 
zone may be regarded as a rather brief pro- 
cedure that utilizes simple techniques and in 
no way is unusual except for the special en- 
vironment in which treatment is performed. 
This viewpoint is quickly altered by practical 
experience in the therapy of acute psychiatric 
casualties, for it then becomes evident that 
the task requires a high degree of discrimi- 
natory sense, demands a practical knowledge 
of the combat situation, and taxes severely 
the emotional resources of the therapist. An 
understanding of the concepts and techniques 
currently employed in this type of psycho- 
therapy perhaps can be best appreciated by 
detailing the vicissitudes that characterized 
its historical development. 

Although mental disorders associated with 
or secondary to combat had been noted by 
military surgeons prior to World War I, 
their great frequency during this conflict 
made necessary the first serious medical ef- 
forts to salvage the large manpower loss. 
Effective treatment was gradually developed 
by the trial and error method. Early in 
World War I(1), the British and French 
medical services became aware that the loca- 
tion or level in respect to the battlefront 
where therapy was given was of crucial im- 
portance. When mental casualties were evac- 
uated to rear hospitals, resistance to improve- 
ment was the rule; symptoms became fixed 
and chronic disability resulted. This was in 
sharp contrast to the striking results obtained 
in or near the combat zone, where 60-75% of 
acute war neuroses were restored to full duty 
by brief periods of therapy not exceeding 7 
days. It was further established that best re- 
sults were obtained by simple treatment 
methods that included rest, food, encourage- 
ment, suggestion, and persuasion. 

The entry of the United States into World 


1 Presented at the Symposium on Stress, March 
17, 1953, at the Walter Reed Army Medical Center, 
Washington, D. C. 

2 Chief, Neuropsychiatric Services, Brooke Army 
Hospital, Fort Sam Houston, Texas. Director, De- 
partment of Neuropsychiatry, Medical Field Serv- 
ice School, Fort Sam Houston, Texas. 


War I found the American medical service 
fully aware of the British and French experi- 
ences with war neuroses and prepared to 
apply the principles of forward psychiatric 
treatment(2). Logistical difficulties hindered 
their early efforts, but steady progress was 
made toward instituting an effective psychi- 
atric program, which in the latter months of 
the War contained the following 3 levels of 
treatment: (1) therapy of mild cases in the 
combat zone by division psychiatrists; (2) 
close support for psychiatric evacuees from 
the combat zone by provisional neurological 
hospitals, situated at field army level; and 
(3) special neuropsychiatric base hospitals, 
located in the forward communication zone, 
that provided the more prolonged treatment 
needed in severe or resistant cases. 

American psychiatrists confirmed and ex- 
tended the concepts and methods developed 
by their allied colleagues. Together with 
many of the British and French psychiatrists 
(3), they came to consider war neuroses as 
primarily a psychological disorder and dis- 
carded the organic theories of causation that 
were contained in the term “shell shock.” To 
support the psychological concept were the 
following observations: (1) the rarity of 
war neuroses among the wounded and pri- 
soners who had also been exposed to mechan- 
ical shock or blast, (2) the fact that severe 
brain and spinal cord injuries were not ac- 
companied by symptoms similar to those in 
“shell shock” in which injuries of a lesser 
degree were assumed, (3) the clinical resem- 
blance of war neuroses to civilian neuroses 
in which the element of injury is lacking, and 
(4) the rapid improvement following brief 
psychological treatment at forward areas. 
All allied observers agreed that war neuroses 
provided escape from an intolerable situation 
which wounds solve happily for most men, 
thus explaining the mild exhilaration so 
often seen among the wounded. American 
psychiatrists, in particular, emphasized a con- 
cept of battle stress acting upon the total re- 
sources of the combat participant. They saw 
mental breakdown in battle as a failure or 
decompensation of the resistance forces that 
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sustain the soldier against the various situa- 
tional traumata of combat and identified the 
major elements of this defensive system as 
individual personality traits, physical status, 
group loyalty, and leadership. 

The American psychiatrists stressed and 
elaborated another basic principle of combat 
psychotherapy in addition to the previously 
mentioned level of treatment and brief sim- 
plified methods, namely, the creation and 
maintenance of a proper therapeutic atmos- 
phere during treatment(4), aimed at stimu- 
lating and maintaining what was conceived 
to be an inherent desire of patients with war 
neuroses to return to their combat units. 
This emphasis upon fostering positive moti- 
vation through milieu therapy arose from 
observations of the gain in illness manifesta- 
tions so prevalent in the combat zone and a 
belief that persons in the early stage of war 
neurosis were highly suggestible and thus 
readily swayed by various environmental in- 
fluences. In establishing a proper therapeu- 
tic atmosphere, the psychiatrist’s attitude 
toward patients was considered of primary 
importance ; it was also vital that all other 
personnel in the treatment facility consist- 
ently show a similar attitude by their manner, 
speech, and behavior. 

Following World War I, the manifesta- 
tions and problems of the war neuroses took 
on an entirely different aspect. The fluid re- 
versible acute psychiatric states were re- 
placed by chronic neurotic syndromes that 
either represented a continuation of the com- 
bat breakdown, were a recurrence of a war- 
time neurosis, or arose in individuals who 
had no record of previous nervous disability 
during the war. The neurotic war veterans, 
separated from the dynamic elements of the 
combat situation seemed to have combined or 
integrated battle trauma with the neurotic 
elements of personality to form a fixed psy- 
chological disorder which reacted to usual 
difficulties as if they were battle stimuli. In 
effect they fought the battle of civil life with 
the wartime symptoms of tension, noise sen- 
sitivity, explosive outbursts of rage, helpless- 
ness, and battle nightmares. Observers(5) 
were impressed by two features of chronic 
war neuroses: First was the ubiquitous 
gain in illness mechanism that was tena- 
ciously used by most patients; second was 


the severe intrapsychic crippling that appar- 
ently operated in all spheres of endeavor. It 
seemed as if the trauma of battle had per- 
manently constricted ego function, much as 
the trauma of early childhood may produce a 
limitation of emotional development. 

Because of the above characteristics, the 
neurotic war veteran posed a difficult prob- 
lem in treatment. The total impact of the 
chronic war neuroses upon psychiatric 
thought was to place emphasis upon intra- 
psychic pathology and to paint a gloomy 
prognosis for victims of psychic battle 
trauma. This concept all but obscured the 
importance of various realistic elements of 
the combat situation and the more favor- 
able recovery prospects of acute psychiatric 
casualties. 

At the onset of World War II American 
medical service was curiously unprepared to 
carry out a program of forward psychiatry, 
despite the well-documented psychiatric ex- 
periences of World War I. Psychiatrists had 
been deleted from assignment with combat 
divisions and there were no provisions made 
for special psychiatric treatment units at the 
field army level or in the communication 
zone. Reasons for these apparent deficiencies 
are not clear. Perhaps it was believed that 
war neuroses were a characteristic phenom- 
enon only of the static trench warfare of 
World War I and would not be produced by 
the rapid movement tactics presumed for 
World War II. At any rate the inevitable 
occurred. The winter and spring battles of 
the Tunisian campaign in late 1942 and early 
1943, the first large-scale land fighting by 
American troops, brought forth large num- 
bers of psychiatric casualties. As in the 
early phase of World War I, these patients 
were evacuated hundreds of miles to rear 
hospitals whose psychiatric facilities were in- 
sufficient to handle the unexpected case load. 
There resulted a fixation of symptoms and 
the formation of chronic disabling syn- 
dromes. Relatively few psychiatric casualties 
were recovered for combat duty and many 
were evacuated to the United States as unfit 
for further overseas service. 

The dramatic clinical picture exhibited by 
the war neuroses at rear hospitals in North 
Africa deeply impressed the early psychiatric 
observers as they so commonly fascinate the 
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newcomer to combat psychiatry. Patients 
appeared overwhelmed by the stress of their 
recent battle experiences and presented many 
changeable manifestations of vague anxiety 
along with varying degrees of personality 
disruption. Since the florid symptoms were 
the center of attention, all therapeutic efforts 
were directed toward their alleviation. Meth- 
ods of treatment aimed at the discharge of 
anxiety, which seemed to choke the patient’s 
function and cause his distressing symptoms. 
The therapeutic principles of catharsis and 
abreaction were applied in several treatment 
methods, the most common of which utilized 
barbiturate interviews to relieve tension. Bar- 
biturate interviews in the treatment of war 
neuroses were first introduced by British 
investigators(6). This method was later 
elaborated by Grinker and Spiegel(7) and 
became the instrument of choice for reviv- 
ing partially or completely forgotten trau- 
matic battle episodes. Along with the release 
of anxiety by the process of abreaction, the 
repressed battle experience was restored to 
consciousness, thus losing most of its pre- 
vious potential to evoke anxiety. 

Despite the undoubted improvement ob- 
tained by catharsis and abreaction in many of 
the war neuroses, only rarely could such 
cases be recovered for combat duty. The pa- 
tients pleaded or insisted that they should not 
be sent back to combat. As the therapist par- 
ticipated with his patient in the dramatic 
reliving of battle scenes, he almost invariably 
identified with the distress and needs of the 
patient and was therefore impelled to 
promise relief from future battle trauma. 
Thus it seemed that abreaction methods were 
applicable mainly in severe or resistant cases 
where the therapeutic goal was either recov- 
ery for noncombat status, or the relief of 
regressive or other grossly incapacitating 
symptoms ; although some psychiatrists be- 
lieved that these techniques would be more 
effective if applied earlier before time and 
distance had caused a fixation of symptoms. 
However, another therapeutic approach was 
being made during this period. In the spring 
of 1943 Hanson and Tureen(8), working at 
a forward evacuation hospital with fresh 
psychiatric casualties, were able to restore 
50% of their received patients to combat 
duty by a 4-day period of rest, food, and 


encouragement, and thus re-established the 
value of the treatment methods developed in 
World War I. 

The experiences of the North African 
Campaign clearly indicated the need of im- 
proving existing psychiatric facilities for the 
next combat phase. Accordingly, during the 
Sicilian Campaign that began in July 1943, 
psychiatrists were assigned to all evacuation 
hospitals and a special neuropsychiatric hos- 
pital was established at Bizerte, in North 
Africa. However, the evacuation hospital 
psychiatrists could not function effectively 
because battle casualties and disease occupied 
almost all of their available beds and neces- 
sitated the evacuation of most mental casual- 
ties to the special psychiatric unit at Bizerte. 
Although patients were received at this hos- 
pital within 24 to 48 hours after their break- 
down, a disappointing number, approxi- 
mately 15%, were salvaged for combat duty. 
Again barbiturate interview techniques 
caused varying degrees of improvement but 
rarely produced sufficient recovery for com- 
bat duty. Indeed, any therapy, including 
usual interview methods, that sought to un- 
cover basic emotional conflicts or attempted 
to relate current behavior and symptoms with 
past personality patterns seemingly provided 
patients with logical reasons for their combat 
failure. The insights obtained by even such 
mild depth therapy readily convinced the 
patient, and often his therapist, that the limit 
of combat endurance had been reached as 
proved by vulnerable personality traits. Pa- 
tients were obligingly cooperative in supply- 
ing details of their neurotic childhood, 
previous emotional difficulties, lack of 
aggressiveness and other dependency traits, 
or any information that displaced onus for 
the current combat breakdown to remote 
events over which they had no control and 
therefore could not be held responsible. 

The difficulties encountered in recovering 
patients for combat duty and the passive 
dependent character quality so readily dis- 
played by most cases at this level of treat- 
ment influenced many of the psychiatrists, 
including the writer, to place undue emphasis 
upon predisposition or personality as a major 
etiologic agent in the war neuroses. The 
well-known formula “stress + personality 
= reaction” was seized upon to provide a 
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simple rational basis for explaining the 
cause of psychological breakdown in battle. 
This became a familiar World War II 
theme: everyone has his breaking point, de- 
pending upon the amount of battle stress in- 
flicted and the degree of individual vulner- 
ability. 

Unfortunately, the stress—personality con- 
cept tended to produce a defeatist and fatalis- 
tic attitude to the problem of the war neu- 
roses. From a practical standpoint neither the 
amount of external trauma nor the strength 
of the personality can be measured with the 
accuracy required for the operation of the 
stress—personality formula. Even if external 
stress is equated with the number of combat 
days it would be necessary to differentiate 
the various types of combat. But even more 
important are the many imponderable ele- 
ments of battle, such as an inspiring leader, 
a strong buddy, group unity, the quality of 
communication and physiological status, all 
of which complicate any measurement of ex- 
ternal stress. In estimating personality one 
faces even greater difficulties, for the only 
source of information, the patient, too readily 
accents past inadequacies and probiems, in an 
effort to explain both to himself and others 
that the reasons for his current failure stem 
from remote or past causes beyond his con- 
trol. When the incomplete quantification of 
external stress is considered with the imper- 
fect date of personality, it becomes evident 
that any practical utilization of the stress 
—personality equation is misleading, even 
though such a concept may be basically 
correct. 

In retrospect, the adoption of such a simple 
operating viewpoint during this period can be 
understood when it is realized that the psy- 
chiatrists present were remote spectators of 
battle rather than forward observers. They 
possessed no first-hand knowledge of de- 
fenses successfully employed by combat par- 
ticipants but only saw and heard from their 
patients highly personalized and exaggerated 
accounts that emphasized the horrors of war 
and the personality’s inadequacy to withstand 
such external stress. It should be stated, how- 
ever, that the psychiatric personnel assigned 
in North Africa and elsewhere in the theater 
were not satisfied with the results of their 
efforts. They were aware that the level at 


which they functioned made impossible the 
use of one of the basic tenets of combat psy- 
chotherapy, namely, that the best results of 
treatment are obtained in or near the battle 
zone. 

An opportunity to expand and improve the 
psychiatric program came in November 1943, 
when a psychiatric treatment unit was es- 
tablished in 5th Army, which was then slowly 
fighting its way up the Italian peninsula 
against strong opposition. This was a pro- 
visional field-type medical facility to which 
psychiatrists were added. It was located at 
evacuation hospital level and permitted psy- 
chiatrists to become acquainted with some of 
the environmental conditions under which 
men fought. A further impetus came in De- 
cember 1943 when the War Department au- 
thorized the assignment of division psychi- 
atrists. They became operational in January 
1944 and thus were re-establised the 3 levels 
of psychiatric treatment that had existed in 
World War I. With psychiatrists function- 
ing in the divisions and in the Army area, 
pertinent observations and reliable data con- 
cerning the combat situation were made 
available, and it became increasingly clear 
that psychological breakdown in battle was 
not a simple phenomenon, but rather a com- 
plex result of multiple physical and psychic 
forces struggling for emotional control. Of 
special significance was the growing aware- 
ness that the stimuli of battle itself evoked 
a defensive process that sustained men in 
combat. This mechanism has its origin in the 
fact that the lonely, fearful battle environ- 
ment forces individuals to join together for 
protection and emotional support. As they 
continue to fight and survive together what 
began as mere instinctive huddling is crystal- 
lized into a powerful emotional bond of love 
and concern for comrades which deflects fear 
from the self and creates a compelling in- 
ternal motivation for remaining with or re- 
joining the combat group. 

Recognition of this sustaining mechanism, 
termed group identification, made it possible 
to understand the favorable results obtained 
by simplified brief forward psychiatric treat- 
ment. The acute phase of combat breakdown 
is an amorphous and reversible condition due 
to temporary disruption of the individual’s 
defenses. As noted in World War I, such 
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cases are highly suggestible because of a 
struggle between two conflicting desires, one 
of which, motivated by the ties of group 
identification, insists on rejoining the combat 
unit ; the other, driven by fear for the self, 
seeks withdrawal from the painful battle 
situation. Brief treatment in the combat zone 
succeeds because time and distance have not 
yet dimmed the powerful inner devotion to 
the group, whereas evacuation to a safe and 
comfortable rear hospital reinforces the de- 
mands of self-preservation. Simple methods 
of psychotherapy that stimulate and encour- 
age positive feelings for the group are far 
more efficacious than any complex or time- 
consuming treatment which inevitably pro- 
motes self-needs and brings forth dependent 
character traits. The benefits of a proper 
therapeutic atmosphere or milieu therapy are 
also understandable as a further step toward 
influencing the attitude of patients toward 
group motivation. 

In essence, the repeated success of brief 
forward treatment demonstrated the need for 
repressive or suppressive therapy rather than 
uncovering depth techniques, for it became 
clear that the goal of treatment for the pur- 
pose of return to combat duty was the resto- 
ration of previous defenses instead of at- 
tempts to alter or reorganize the personality. 
Based upon the foregoing considerations, 
there were evolved in the latter half of 
World War II(9) various intradivisional 
treatment regimens which contained meas- 
ures for the relief of physical factors, such 
as food, sleep, and rest, combined with brief 
therapeutic interviews directed almost solely 
at the feelings, experiences, and attitudes of 
the patient in regard to combat. Usually only 
superficial techniques were employed, includ- 
ing ventilation, reassurance, persuasion, and 
firm suggestions to the patient that he would 
rapidly improve and in several days be ready 
to rejoin his combat unit. The treatment fa- 
cilities were simple tent units in which there 
was provided a therapeutic atmosphere which 
implied to the patients that combat exhaus- 
tion was a logical consequence of battle wear 
and tear and required only a short period of 
recuperation to produce recovery and return 
to full duty. Patients deemed unsuitable for 
combat duty were evacuated to the second 
level of psychiatric treatment at Army level. 


Here similar therapy methods were instituted 
but usually the goal was salvage for non- 
combat duty. Not infrequently the previous 
defensive mechanism of group identification 
produced guilt reactions which required spe- 
cial handling by discussion and reassurance. 
In such cases, as in many others, the insist- 
ence of the psychiatrist that the patient per- 
form noncombat duty was a necessary thera- 
peutic measure to counteract feelings of 
failure and loss of self-esteem that continue 
symptomatology and more or less plague 
most psychiatric casualties who are evacuated 
out of the war zone. 

The end of World War II found army 
psychiatric facilities operating at a high level 
of effectiveness and in the process of investi- 
gating efforts to further improve the treat- 
ment program. 

The lessons of combat psychiatry learned 
during this conflict were not forgotten in the 
postwar period. Through appropriate regu- 
lations, training manuals, and other official 
military publications, the principles and 
methods of World War II field psychiatry 
were incorporated into the doctrines and 
dogma of Army Medical Service. Beneficial 
results from this preparatory work were soon 
demonstrated, for, despite the abrupt onset 
of the Korean campaign on June 25, 1950, di- 
vision psychiatry became operational within 
6 to 8 weeks after the beginning of hostilities 
(10). By October 1950, three levels of psy- 
chiatric treatment were established and both 
the methods and effective performance of 
psychiatry in the latter half of World War 
II had been duplicated. From this point, 
further gains in combat psychotherapy were 
achieved mainly by a displacement forward 
of the treatment site for mild psychiatric 
casualties to the battalion and regimental 
level. It had long been suspected that the 
simple technique of forward treatment could 
be adequately performed by general medical 
officers if they were properly indoctrinated. 
This utilization of battalion and regimental 
medical officers as front-line psychiatrists 
was gradually effected, beginning in Decem- 
ber 1950. 

Under this plan the division psychiatrist 
functioned more as a consultant and less as 
the treatment specialist to whom all psychi- 
atric problems were evacuated. He regularly 
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visited all battalion aid stations and regimen- 
tal collecting points in order to both instruct 
in methods of combat psychotherapy and as- 
sist in the evaluation of doubtful cases. 
Treatment at the battalion and regimental 
level was limited to mild cases that could be 
returned to duty within 24-48 hours. More 
severe cases were evacuated as previously to 
the division psychiatric unit, located in one 
of the clearing company platoons. The ad- 
vantages of the more forward psychiatric pro- 
gram wére immediately apparent, not only in 
increased number of cases recovered for com- 
bat duty, but in the lessened anxiety of pa- 
tients who were returned to their unit by this 
method. Treatment at the more forward level 
preserved to a greater extent the all-impor- 
tant emotional ties with the combat group 
and nullified the inevitable gain of illness that 
was stimulated by evacuation to the safe 
clearing station, even though this facility was 
situated within the division and technically, 
at least, within the combat zone. It should be 
realized, however, that psychiatric treatment 
at battalion or regimental level is not a prac- 
tical procedure during withdrawal or other 
unfavorable tactical situations. 

Another development of psychiatric inter- 
est involved the reclaiming for combat duty 
of earlier psychiatric casualties in the Korean 
campaign, who had been assigned to non- 
combat positions in Japan. All such cases 
were re-evaluated after 3 or more months of 
such limited assignment. Approximately 
40% were considered sufficiently recovered 
to warrant their return to combat duty. Rela- 
tively few instances of recurrent disability 
were noted. Perhaps the apparent favorable 
result was secondary to rotation, since com- 
bat status gave increased credits toward this 
goal. However, many observers received a 
distinct impression that a great number of 
the individuals concerned more or less wel- 
comed an opportunity to regain the self- 
esteem that had been lost since their removal 
from the combat group. 

The frequent changes of division psychi- 
atrists in the Korean campaign, due to vari- 
ous types of rotation, crystallized another 
basic principle of combat psychiatry that was 
noted in both World War I and World War 
II. This concerned the emotional reactions 
and attitude of the psychiatrist who deals 


actively with acute psychiatric casualties. It 
had been previously observed that the inse- 
curity of psychiatrists in the handling of pa- 
tients noticeably lessened as they moved from 
a rear assignment to one in the combat zone. 
Moreover, with continued work in forward 
areas there was even further increased ef- 
ficiency in their management and treatment 
of psychiatric cases. Part of this improve- 
ment undoubtedly stems from the practical 
experience obtained and a greater knowledge 
of the combat situation, which make for 
increased skill in discriminating between 
disabling symptoms and mere complaints. 
However, many of the young psychiatrists 
strongly felt that the greater security that fol- 
lowed continued function in the forward 
zone was due to an alteration of their atti- 
tude toward patients. Most newcomers to 
combat psychiatry and those psychiatrists 
who operate in rear areas are prone to iden- 
tify with the needs and wishes of the patient. 
They were therefore readily made insecure 
when deciding that a patient was fit for re- 
turn to combat duty, even though aware from 
a technical and intellectual standpoint that 
such a decision was correct. Because of anx- 
iety from overidentification and from con- 
scious feelings of guilt for the seeming re- 
sponsibility of sending a patient to hazardous 
duty, the psychiatrist vacillated in his clini- 
cal judgment, thus impairing his usefulness. 
But as he worked in the combat zone, ob- 
served men who adjusted to battle situations, 
noted the usual discomforts of combat par- 
ticipants, and decreased his own feelings of 
guilt by participation, an inevitable emotional 
reorientation occurred, namely, the division 
psychiatrist became identified with the wel- 
fare of the group rather than the wishes of 
the individual. With this change the psy- 
chiatrist lost anxiety and guilt when making 
decisions because he became convinced that 
it is for the best interest of the individual to 
rejoin his combat unit, for in no other way 
can the patient regain confidence and mastery 
of the situation and prevent chronic tension 
and guilt. This attitude of the division psy- 
chiatrist, stemming from participation with 
the combat group, makes it possible for him 
to assume the traditional role as an exponent 
of reality which insists that the individual 
continue functioning despite anxiety rather 
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than allowing withdrawal or a disabling neu- 
rotic compromise. This attitude of the psy- 
chiatrist has a far-reaching effect for it is 
communicated to both medical and line offi- 
cers of the division and serves to dispel the 
mysticism and high values for helplessness 
caused by psychiatric symptoms. 


SUMMARY 


Effective techniques of combat psycho- 
therapy have been evolved through ex- 
periences gained in World War I, World 
War II, and the Korean campaign. They in- 
clude the following basic principles: (1) the 
location or level where treatment is per- 
formed should be as near the battlefront 
or combat group as practicable, preferably at 
the level of the battalion aid station; (2) 
best results of treatment are obtained by 
methods that combine simplicity and brevity ; 
repression and suppressive techniques are 
more effective than uncovering procedures ; 
(3) psychiatric facilities function more ef- 


fectively if all assigned personnel make con- 
sistent efforts to create a therapeutic atmo- 
sphere that reflects positive motivation; (4) 
success in therapy is largely determined by 
the degree with which the psychiatrist iden- 
tifies with the needs of the combat group, as 
opposed to his participation with the desires 
of the individual. 
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HOME BY SHIP: REACTION PATTERNS OF AMERICAN PRISONERS 
OF WAR REPATRIATED FROM NORTH KOREA? 


ROBERT J. LIFTON, M. D., New York, N. Y.? 


INTRODUCTION 


American repatriates, while in enemy 
hands during the recent Korean conflict, 
were subjected to a combination of emotional 
pressures unique in the recorded history of 
our prisoners of war. In addition to the 
stresses of grossly inadequate food and shel- 
ter, physical abuse, close confinement, limited 
emotional outlets, and uncertainty about the 
future, described in reports from World 
War II(1, 2, 3, 4), they were exposed to a 
Jarge-scale, carefully organized, and coercive 
program of political indoctrination, which 
added a disturbing new dimension to the 
prisoner-of-war experience. 

During Operation “Little Switch” in 
April, 1953, military psychiatrists were im- 
pressed by the degree of emotional isolation 
and apathy present in most of the returnees, 
the first to be recovered from enemy camps. 
It was therefore recommended that the 
armed forces provide some opportunity for 
reorientation and beginning readjustment for 
the larger group of later repatriates prior to 
their return to their homes. It was subse- 
quently arranged to transport all “Big 
Switch” repatriates (August-September, 
1953) back to the United States by ship, 
rather than by air, affording each man a 
minimal 15-day sea voyage before being con- 
fronted with the demands of his future life. 
The hypothesis was that, by means of this 
“interlude,” the men could more effectively 
integrate the realities of repatriation and 
bridge the emotional gap between prison 
camp and home town. To aid in this process, 


1This paper was prepared in Tokyo, Japan, 
utilizing the facilities of the 6407th USAF Hospi- 
tal, and the 8167th Army Unit. The author wishes 
to acknowledge the valuable help of Col. Donald 
B. Peterson, MC, USA, who coordinated the over- 
all prisoner of war psychiatric program; Major 
Henry A. Segal, MC, USA, who directed its oper- 
ation; and Col. Lucio E. Gatto, USAF, MC, its 
senior Air Force consultant. 

2Formerly, USAF Psychiatrist, Headquarters 
sth Air Force, Korea; and Far East Air Logistical 
Force, Japan. 
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army, air force, and navy psychiatrists were 
assigned to the ships to serve as members of 
medical processing teams, enabling each re- 
patriate to be individually interviewed for 
diagnostic, therapeutic, and investigative 
purposes. About one-third of these inter- 
views took place at Inchon, the Korean port 
of embarkation, and the remainder on ship- 
board. In addition, a limited number of 
group therapy sessions were conducted dur- 
ing the latter days of the voyages. Other 
required medical and administrative process- 
ing was also accomplished on these ships. 

As one of the 4 psychiatrists assigned to 
the USS “General Pope,” the author inter- 
viewed go repatriates and conducted 12 
hours of group therapy sessions during the 
voyage. The “Pope,” a merchant marine 
troop ship carrying 442 repatriates and a 
larger contingent of regular rotating military 
personnel, left Inchon on August 26, and 
docked in San Francisco on September 9, 
1953. The repatriates aboard were all en- 
listed men, most of them having been pri- 
vates and privates first class at the time of 
their capture. They were a young group, av- 
eraging less than 25 years of age, and of a 
generally limited educational background. 
The majority had been prisoners of war for 
more than 2 years, and many had been cap- 
tured during the early days of the war, 
spending as long as 37 months in enemy 
hands. They had been repatriated from 
many different enlisted men’s camps in North 
Korea, and had boarded the ship between 1 
and 3 days after leaving Communist cap- 
tivity. Thus, all of the returning prisoners 
of war on the “General Pope” reached 
San Francisco between 16 and 19 days after 
their release. In their previous backgrounds, 
prison camp exposures, and reaction pat- 
terns, they may be considered a “typical” 
group of repatriated American enlisted men. 

Before the ship’s departure, the author 
also had the opportunity to observe returning 
prisoners during their first moments of re- 
patriation at the American Reception Center 
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at Panmunjon, and during their initial brief 
medical processing at Freedom Village, near 
Munsan-ni, less than an hour later; as well 
as to conduct 30 interviews in Inchon with 
men during their first 24 hours of freedom. 
In this manner, a comprehensive and sequen- 
tial behavioral picture, from the moment of 
repatriation until disembarkation at San 
Francisco less than 3 weeks later, could be 
formulated. 

Rather than being structured as a formal 
psychiatric report, this paper will focus on 
individual and group reaction patterns dur- 
ing this period of time, and attempt to inter- 
pret this “sea change” with reference to pres- 
ent and future adjustment problems. The 
types of stress to which these men were ex- 
posed, and their reactions during imprison- 
ment, are complex and vitally important 
topics, each deserving a great deal of addi- 
tional study. The brief material presented 
here on these subjects is considered to be the 
minimal information necessary for an ade- 
quate understanding of the subsequent post- 
repatriation reactions. 


STRESSES AND REACTIONS DURING CONFINE- 
MENT 


The individual prisoner-of-war experience 
in members of this group had some variation, 
depending partially upon when and by whom 
a man was captured. But the average over- 
all ordeal may be divided into 2 basic phases : 
the earlier period of marked physical depri- 
vation and abuse, mostly at the hands of the 
North Koreans; and later exposure to the 
emotional stress of the Chinese Communist 
indoctrination program. 

The men captured by the North Koreans 
during the first few weeks of the war, and 
held by them for periods as long as 16 
months, underwent experiences strikingly 
similar to those of American prisoners of the 
Japanese during World War II(1, 2, 3). 
These included long, forced “death” mar- 
ches, submarginal diet, exposure to freezing 
weather without adequate clothing or shelter, 
vicious beatings for minor or alleged trans- 
gressions, and the witnessing of the specta- 
cle of fellow prisoners shot in cold blood. All 
suffered from malnutrition and dysentery, 
and in the absence of medical care, only the 
minority survived. 


The men reacted initially with great anxi- 
ety and some belligerence, subsequently with 
depression and apathy, resembling the pat- 
terns described in Japanese-held prisoners 
(4). There were examples among them of 
both extremely altruistic behavior, as well 
as the most primitive forms of struggle 
for survival. There was considerable elabo- 
ration ot fantasy, aided later on by the wide- 
spread smoking of hemp weed, which con- 
tains a marijuana-like derivative. Some 
form of emotional withdrawal was necessary 
to minimize the devastating qualities of the 
environment. As one repatriate said, “At 
first, when a buddy died, I’d get very upset 
and not talk to anyone for days. But after it 
happened so many times, I didn’t seem to 
care—and I wouldn’t feel anything.” 

By October, 1951, the Chinese Communist 
forces had taken over all United Nations 
prisoners of war. After many more men 
had died virtually unattended in their care, 
they gradually instituted better dietary, med- 
ical, and general living conditions. But with 
these physical improvements came an even 
greater emotional assault, a political program 
utilizing psychological techniques, aimed at 
achieving indoctrination and collaboration 
among the prisoners. The approach, already 
well documented (5, 6, 7, 8), has been termed 
“brain-washing,” and can be broken down 
into 3 phases which were in constant simul- 
taneous operation : isolation, thought control, 
and political conditioning. 

The Chinese employed many different 
methods of emotionally isolating the individ- 
ual prisoner. They removed his leadership by 
transferring all officers and higher-ranking 
noncommissioned officers to separate camps, 
and discouraged close personal bonds by of- 
fering material rewards for “informing” on 
one another. During an extensive program 
of lectures and discussions, they attempted to 
undermine previous emotional identifications, 
including those of family, religion, military 
unit, and country, always making available 
new ideals and potential gratifications to re- 
place the old. 

In the thought control aspects of their pro- 
gram, they extracted “petitions,” “confes- 
sions,” “self-criticisms,” and pro-Commu- 
nist articles and recordings, largely for their 
propaganda value, but also essential for the 
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purpose of acquiring and maintaining an in- 
creasing emotional and intellectual hold on 
their captives. They utilized numerous tech- 
niques to this end, varying them to suit the 
individual. These included thinly veiled 
threats of physical harm, nonrepatriation, or 
return to the previously experienced depri- 
vations ; “logical” persuasion; and stimula- 
tion of guilt feelings related to prior actions. 
Methods were relentless, frequently causing 
considerable physical and emotional discom- 
fort, but with the men interviewed, the Chi- 
nese generally avoided resorting to actual 
bodily torture. 

Political conditioning was carried out by 
lectures and group discussions, at first com- 
pulsory, but later in the form of “special 
study groups” for the “advanced students.” 
These were characterized by the repetitious 
teachings of Communist principles and catch- 
phrases, denunciation or exclusion of all op- 
posing ideas, and the most arbitrary and au- 
thoritarian concepts of truth and error. 
Enforced idleness was maintained to encour- 
age the reading of available literature, con- 
sisting essentially of Communist newspapers, 
periodicals, and texts, as well as novels crit- 
ical of the American social and economic 
structure. 

Throughout their program, the Chinese 
employed a “clinical” method of screening in 
which the most intensive pressures were ap- 
plied to those who seemed initially most sus- 
ceptible, a system of rewards and punish- 
ments for “cooperation” or resistance, and 
skillful manipulative methods to control 
group reactions. 

The men exposed to this complex of pres- 
sures experienced a formidable challenge to 
their emotional integration. They were con- 
fronted with an inscrutable new authority, 
sometimes harsh and threatening, sometimes 
overtly friendly and almost kind; but never 
fully trustworthy, and constantly demanding 
acts and attitudes contrary to previously 
held loyalties and ethical concepts. They re- 
sponded with feelings similar to those of the 
offspring of inconsistent, demanding parents: 
guilt, confusion, attempts at withdrawal, am- 
bivalent hostilities, and an ever present con- 
flict about how to behave. Most, in the 
euphemism of the camps, learned to “play it 
cool.” This meant being cautious, inconspic- 


uous, holding back strong feelings, not get- 
ting “on the wrong side” of the Chinese, 
“cooperating” a little where necessary, but 
avoiding major collaboration. They at- 
tempted to establish some point beyond which 
they would not go in their “cooperation” with 
the enemy. Those who were unable to suc- 
cessfully set these limits, because of their 
anxiety when attempting to defy authority, 
were likely to step over the rather indistinct 
line which separated “playing it cool” from 
more active collaboration. Anxiety and de- 
sire for material advantages appeared to be 
much more important determinants in pro- 
ducing collaboration than were strong politi- 
cal convictions. The relatively few who 
avoided cooperating with the enemy in any 
form generally did so with the aid of one of 
two factors, both of which have been de- 
scribed among survival factors in Japanese- 
held prisoners(1, 2): an unusually strong, 
ego-supportive sense of identity, or a life- 
long characterological pattern of indiscrimi- 
nate acting out against all authorities. Those 
who could firmly resist without undue bel- 
ligerence frequently experienced relatively 
little pressure from the Chinese, who soon 
wrote them off as poor indoctrination pros- 
pects. 

The Chinese were quick to express their 
evaluation of an individual’s “cooperation” 
by the loosely applied labels of “progressive,” 
(cooperative, therefore good), and “reac- 
tionary,” (uncooperative, therefore bad). 
The prisoners themselves, with sometimes 
equally indiscriminate usage, readily picked 
up these terms, applying directly opposite 
moral connotations: a “progressive” was a 
“rat” and a traitor, while to be a “reaction- 
ary” was to wear a badge of honor. Around 
these terms, group identifications did de- 
velop, but they were often shifting and con- 
fused, and of limited emotional value. 


POSTREPATRIATION BEHAVIOR PATTERNS 


When observed stepping down from the 
Chinese trucks at the American Reception 
Center, during the first moments of repa- 
triation, most of the returning prisoners 
appeared to be a little confused, and surpris- 
ingly unenthusiastic about being back. Dur- 
ing psychiatric interviews at Inchon just a 
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few hours later, they presented striking con- 
sistencies in their clinical pictures. The aver- 
age repatriate was dazed, lacked spontaneity, 
spoke in a dull, monotonous tone with mark- 
edly diminished affectivity. At the same 
time he was tense, restless, clearly suspicious 
of his new surroundings. He had difficulty 
dealing with his feelings, was particularly 
defensive in discussing his prison camp be- 
havior and attitudes. His guilt was marked, 
and related to all phases of his experience: 
capture itself, survival in the face of friends’ 
deaths, primitive behavior during confine- 
ment, and most important, any cooperation, 
no matter how inconsequential, that he had 
offered the enemy. His feelings towards the 
Chinese were indistinct and ambivalent, and 
his mildly expressed statements could not 
seem to adequately convey the hostility which 
was within him. (“I don’t like those people, 
running down our government and all that, 
but they did improve the chow when they 
took over our camp.”) He had difficulty ac- 
cepting the reality of his repatriation. (“It 
seemed just like a dream. I’m still not sure 
it really happened.”) Although relieved at 
being back in American hands, he was in no 
hurry to get home. (“There’s no rush now 
that I’m back on this side of the line. I’d 
like to take a trip to Japan for a couple of 
weeks.”’) 

A group of these sluggish, constricted in- 
dividuals boarded the “General Pope,” where 
they lived apart from other returning troops, 
with their own air conditioned dormitories, 
mess, and recreation facilities. They were 
offered such special treatment as having their 
bunks made up for them by other shipboard 
personnel, an arrangement which many en- 
joyed, but others found objectionable because 
“it makes us feel like helpless babies.” Their 
general demeanor was markedly restrained 
and phlegmatic, except for a few initial “in- 
cidents.” Almost immediately after boarding 
the ship, several alleged “progressives” re- 
ceived threatening notes from other repatri- 
ates, and on one occasion a brief fist fight 
occurred. Following this, a group of “pro- 
gressives” requested protection, were subse- 
quently placed in a separate compartment, 
and no additional disturbances took place. 

The men were kept busy during most of 
the trip with the requirements of medical and 
administrative processing. During their free 


hours, they congregated among themselves in 
small subdued groups. Although free to mix 
with rotating troops on the decks, they had 
little to do with other personnel aboard. 
Many seemed to form close attachments 
from within the prisoner-of-war group, and 
there was an increasing tendency during the 
course of the voyage for them to speak in 
terms of “we” and “us,” and to make ready 
reference to the entire shipboard repatriate 
population in discussing any type of attitude 
or opinion. 

After a few days at sea, a gradual, al- 
though definite change began to take place 
in their behavior. They became increasingly 
reactive, but in a generally belligerent, irrit- 
able, and critical fashion. Where they had 
previously expressed little but praise for the 
treatment they had received since their repa- 
triation, they now began to complain petu- 
lantly to both psychiatrists and compartment 
commanders about the facilities on the ship, 
the frequent inspections, or their dissatisfac- 
tion with some aspect of future travel ar- 
rangements. They were also, during psychia- 
tric sessions, much more direct in expressing 
their hostilities. Concerning such matters as 
their feelings towards the Chinese, they 
would now say, “I hate those people more 
than anyone I’ve ever known. They treated 
us lousy and fed us a pack of lies.” As one 
of the men summed it up, “I don’t know 
why—but the guys seem to all be getting sort 
of jumpy—kind of fed up with things.” 

At the time of the climactic arrival in San 
Francisco, they again behaved with great 
emotional reserve, and there were few out- 
bursts among them as the “General Pope” 
glided under the Golden Gate. During the 
dramatic debarkation scene, observers were 
extremely moved by the sight of mothers 
literally reaching up to the ship for their 
sons. In marked contrast was the blandness 
and lack of outward emotion displayed by 
the repatriate group. 


GROUP THERAPY EXPERIENCE 


It was in the group therapy session con- 
ducted on the ship that the men seemed best 
able to bring out the fears associated with 
their return. The limited time and personnel 
available, with the tremendous number of in- 
dividual interviews to accomplish, permitted 
only a small percentage of repatriates to par- 
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ticipate. These were selected from among the 
long-term prisoners (more than 24 months) 
who, in their individual interviews, demon- 
strated particular need for help, although it 
was felt that all could have benefited from 
group sessions. Eight groups were formed on 
the “General Pope,” most of which met 
twice, and none more than 3 times. Each 
group contained 6 to 8 men, limited by the 
size of available compartments, with meet- 
ings lasting 60 to 90 minutes. Six of the 
groups were formed without particular de- 
sign, the only precaution being the exclusion 
of the most active collaborators, as it was felt 
that their presence might engender sufficient 
hostility in the others to impair group prog- 
ress. The remaining 2 were experimentally 
constructed, 1 consisting exclusively of indi- 
viduals who had actively collaborated with 
the enemy and were considered by the other 
men to be “progressives” ; and the other of 
men who had most aggressively resisted col- 
laboration in any form, the “arch reactior:- 
aries.” Both of these special groups and 2 
of the random groups were organized and 
led by the author. 

During the sessions, the general reticence 
of the men required that the therapist take 
an active role in initiating discussion. The 
focus was kept, by mutual consent, on atti- 
tudes and fears related to the present and 
future. The men seemed unable to deal in 
groups with the disturbing and guilt-laden 
aspects of their prison camp experiences, 
which they had already begun to repress. 
Most of them approached the group situation 
with considerable suspicion and apprehen- 
sion, participating tersely and sporadically. 
There was surprisingly little of the fantasied 
overglorification of home that had been ex- 
pected, and an increasing ability to deal with 
reality fears. But their productions clearly 
reflected the tremendous feelings of isolation, 
inability to communicate, and anxiety about 
the future, that all experienced. 

They recognized their difficulty in relating 
to “outsiders,” in their contacts with other 
personnel on the ship, their first nonrepatri- 
ate social exposure: “I can talk for hours 
with one of the fellows who was ‘up there,’ 
but I’ve nothing to say to those other guys.” 
Or, in projected form: “Those rotation 
troops act peculiar to us. They don’t talk to 
us.” 


They experienced similar fears in antici- 
pating relations with family and friends: “I 
don’t think I’ll be able to talk to the folks 
back home. I can’t seem to make conversa- 
tion any more. . . . They won't believe what 
we say back home anyhow. It’s too fantastic. 
. . . They'll try to get us to talk about our 
prisoner-of-war experiences. If they do it 
to me, I'll just walk away. . . . They’ll treat 
us like some kind of fragile packages.” 

They perceived homecoming itself, as a 
particularly threatening experience, and the 
prospective fanfare stimulated their feelings 
of guilt and unworthiness: “That first week 
is really going to be rough—big parties with 
relatives and all that. It makes me feel funny 
because I know I don’t deserve it... . I 
sure hope they don’t make a lot of fuss over 
me. I’d rather be just left alone, maybe take 
a fishing trip for a few days.” 

They emphasized their unique forms of 
prison camp communication, which the rest 
of the world could not be expected to under- 
stand: ‘“‘We spoke our own language up 
there—kind of a mixture of American ‘be- 
bop,’ Korean, Chinese, and Japanese, and lots 
of four-letter words. . . . We acted kind of 
crazy, like imitating a dog or a railroad train. 
You had to, to keep your spirits up. But back 
home, folks might think we’re peculiar.” 
They extended this to reflect their fears about 
their own hostilities: “I’m afraid that when 
I start talking I may hurt people. Those 
curse words have a habit of coming out at 
the wrong time.” 

All of the men felt left behind and out of 
things: “We’re not familiar with things back 
home anymore. We have a lot of catching 
up to do. ... I’ve never even seen televi- 
sion. . . . I don’t even know where our new 
house is.” The dangers of this unknown 
world were vividly expressed: “I don’t 
know my way around at all. Hell, I could 
step off a street car and get killed.” 

Their dependency needs, which had been 
intensified during their long period of closely 
regimented existence, were prominent, fre- 
quently expressed in the form of denial, and 
with reference to earlier conflicts: “I sure 
hope they don’t try to baby me up when I get 
home. I can see Mother now, telling me 
what to eat, where to go. I’d like to do what 
I want and be completely on my own... . 
I’d like to go into business with a buddy, but 
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I think I'll stay in the Army for a while, just 
until I kind of get used to things.” 

Their guarded statements about Commu- 
nism contained elements of fear, guilt, and 
hostility ; and the feeling that they were still 
vulnerable, and not quite out of the grasp of 
their former captors: “What should I do if 
the Communists send agents to my house? 
I’d like to tear them apart, but maybe it 
would be better to call the F.B.I. . . . Peo- 
ple back home may think I’m a ‘progressive’ 
or a Communist. If they accuse me of that, 
I’ll sock them in the nose.” 

The suspicious and self-imposed aspects of 
their isolation were dramatically expressed 
in a poem, brought to a group session by one 
of the repatriates in order to demonstrate 
to the therapist “how the men feel about 
things.” It had been jointly composed by 3 
prisoners, in one of the camps, anticipating 
their homecoming : 


I know you are curious about my life in this strange 
land 


As a prisoner of war in Korea, but how could you 
understand? 


You ask about the treatment, was it good or was 
it bad? 

I answer, it’s all over now and I am very glad. 
You ask if I was captured, if I was wounded too, 


Yes, I was badly wounded, but what does that mean 
to you? 


I realize your idle interest, curiosity and wonder too, 
But even if I tried, J couldn’t explain all this to you. 


I hope this answers your questions, please forget 
you ever knew 

That I was ever a prisoner, for I want to forget 
it too.® 


The reactions of the two specially con- 
structed groups were of particular interest, 
and at variance with those of the random 
groups. The “arch reactionaries,” many of 
whom were individuals with significant anti- 
social tendencies, greeted the therapist with a 
stony, hostile silence, maintaining a martyred 
attitude in the minimal participation that 
could be elicited. One of the men lucidly ex- 
pressed the feelings of the group when he 
said to the therapist in a rather condescend- 
ing fashion, “I'll tell you, Doc, we went 
through a lot up there. And nobody could 
really understand the way we look at things 
unless he was up there with us.” The group 
met only once, because of several requests 


8 Italics mine. 


from its members that they not be compelled 
to attend another session. 

The group of “progressives,” in direct con- 
trast, participated actively and achieved con- 
siderable catharsis during their 2 sessions. 
Although they talked primarily of future 
problems, they were the only group that felt 
the necessity to make numerous references to 
their prisoner-of-war experiences. They did 
this in general terms only, describing the 
pressures to which a man was subjected, and 
bringing out a great deal of hostility towards 
the Chinese because of “what they made a 
man go through.” Throughout the sessions, 
they seemed anxious to please the therapist, 
and to justify, in his eyes, their prison camp 
behavior. Their strong residual guilt was a 
stimulus towards participation, and most of 
them welcomed both group therapy meetings 
and intelligence interviews as “a chance to 
get some of that stuff off my mind.” It is 
important to point out here that none of 
these men, or of the others interviewed, had 
been as well indoctrinated as some of the 
earlier “Little Switch” repatriates(9). 


DISCUSSION 


The emotional construction characteristic 
of most of the men just after their release 
may be considered a modified and incomplete 
form of apathy. It reflected, as it did in the 
case of World War II prisoners of the Japa- 
nese, retreat from a disturbing, unsatisfying 
environment(1, 2, 3, 4). Thus, the Korean 
War repatriate’s “playing it cool” was remi- 
niscent of the World War II prisoner who 
“just put my mind in neutral”(3). The re- 
cent group, however was dealing with an in- 
doctrination program that constantly exerted 
pressure in the direction of participation, 
rather than withdrawal. Consequently the 
apathy which developed could never be as 
complete or “successful” a defense as it was 
for Greenson’s World War II returnees(4), 
and was complicated by the anxiety and guilt 
which the men invariably experienced in 
response to the behavioral tightrope they 
were walking. 

The transition from apathy to hostility in 
these men was undoubtedly, as Greenson 
pointed out in his group, a favorable sign, 
part of the process of “saying hello bit by 
bit to the world.” It also was a kind of verbal 
rauscle flexing, an attempt by the men to 


ine 
fi 
| 
4 
fers 
le 
\- 
5 


738 


REACTIONS OF REPATRIATED P.O.W.’S 


[Apr. 


again assert themselves, after the humilia- 
tion and impotence experienced during im- 
prisonment. It had, however, more ominous 
aspects, including a mounting apprehension 
about homecoming, and the resurgence of 
previously repressed hostility, which would 
be difficult for many of the men to handle in 
the future. 

The 3 types of group therapy reactions 
actually recapitulated the prison camp be- 
havior. The members of the randomly se- 
lected groups, in their cautious, irregular 
responses, were in effect, “playing it cool.” 
The “arch reactionaries,” were utilizing the 
attitude of hostile resistance which for them 
had become a way of life. And the “progres- 
sives,” albeit for not entirely the same rea- 
sons, in their active participation, were again 
“cooperating.” In each group the men had 
become sufficiently conditioned that their 
prison camp responses persisted, even in this 
new situation. This also suggests that the 
original reactions to the Chinese indoctrina- 
tion program were significantly influenced by 
previously existing response patterns to au- 
thority, which became again operative on the 
ship, particularly in the presence of the thera- 
pist. This is an area for fruitful additional 
study. 

The sequence of group identifications 
among the repatriates is of particular impor- 
tance for an appreciation of the adjustment 
problems which they face. Most of the men 
were captured relatively early in the conflict, 
and within a short time after their arrival in 
Korea. They did not have sufficient oppor- 
tunity to fully integrate themselves into their 
new assignments or develop the essential, 
supportive emotional ties which evolve in the 
experienced, smoothly functioning combat 
unit. Indeed, they were still in the converse 
position of struggling with the feelings of 
emotional isolation which characterize the 
military transfer or “pipeline” status. This, 
in itself, particularly in anticipation of com- 
bat, can produce symptoms of apathy and 
depression, sometimes termed the “pipeline 
syndrome.” 

The act of being captured, the strangeness 
of the prisoner-of-war situation, and move- 
ment from camp to camp in frequently shift- 
ing groups, kept the men in perpetual “pipe- 
line” status until a more physically stable 
situation developed under the Chinese in the 


fall of 1951. And at this point they were ex- 
posed to a program specifically directed at 
further severing their lines of emotional com- 
munication. They were men without leaders, 
in an atmosphere of fear and suspicion, dif- 
fering from one another in their attitudes 
and responses to the ordeal. Their captors 
were careful to avoid the type of direct 
brutality or hostility which, by stimulating 
strong group resentments, can act as a co- 
hesive force(1, 10). Even in these circum- 
stances, group ties of varying effectiveness 
did emerge, but rarely of sufficient strength 
to overcome the individual isolation which 
prevailed. 

When repatriated and en route to the 
United States, the men were once more in an 
emotionally floating or “pipeline” status. 
They were no longer under the control of an 
alien authority whose teachings had been 
more confusing than convincing, and not yet 
able to draw upon the background ties which 
were both far away and a bit shaken by the 


verbal attacks of the Chinese. But they were 


a group of men who had all undergone a 
complex and disturbing ordeal, from which 
in retrospect they could call forth many com- 
mon feelings and attitudes. They also shared 
residual scars and similar apprehensions 
about homecoming. They could experience 
among themselves a degree of empathy and 
communication impossible to achieve with 
those who had not been “up there” with them. 
Their common identity as repatriated Ameri- 
can prisoners of war was the only strong, 
here-and-now group tie available to fill the 
emotional vacuum which had been created in 
them. In the absence of prison camp impedi- 
ments, this identity developed with great in- 
tensity, offering, in its broad aspects a sense 
of belonging, and in its immediate shipboard 
manifestations, a means of re-establishing 
interpersonal relationships from within the 
group. 

Despite the value of this identity, it had 
the drawback of being both clannish and 
fearful. It lacked the power-giving qualities 
of the group attachment which says, “Mine 
is the best damned outfit in the Army. With 
my buddies behind me I have nothing to 
fear.” It conveyed more the feeling of, “We 
repatriates against the rest of the world . . . 
if you were up there with me, you can be my 
buddy. If not, I must fear and distrust you.” 
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It also had strong cleavages and innumerable 
shadings of intragroup hostilities, resulting 
from many divergent factors. For example, 
when a “reactionary” threatened a “progres- 
sive” with physical harm, he was expressing 
long-smouldering resentment concerning the 
latter’s having obtained material advantages 
at others’ expense, and by less-than-honor- 
able means. He was also reacting to the sud- 
den power reversal that had occurred, in 
which his adversary was no longer allied 
with the dominant force, and his own posi- 
tion was now the stronger. And, in addition, 
by this aggressive act, he could forcefully 
deny guilt-producing tendencies towards col- 
laboration which he could unconsciously per- 
ceive in himself. This last factor had a great 
deal to do with the group ostracism to which 
the “progressives” were exposed following 
repatriation. 

Thus, patterns of defensive isolation domi- 
nated all levels of the prisoner-of-war identi- 
fication, including those of the individual, of 
the behavioral categories, (“progressives” 
and “reactionaries” ) and, most important, of 
the entire prisoner-of-war group itself to- 
wards the rest of the world. This will un- 
doubtedly influence the future adjustment 
problems the repatriates will encounter. Un- 
toward reactions are likely to take the form 
of confused identifications, paranoid syn- 
dromes, and in a behavioral sense, nonpartici- 
pation in future military and civilian com- 
munities. This could be expressed by means 
of either fearful withdrawal or belligerent 
negation, with antisocial overtones. The more 
complex and confusing pressures to which 
the men were subjected may make these prob- 
lems more marked in this group than in 
World War II repatriates, in whom some- 
what similar reactions have been noted(11). 
The reluctance with which many of the men 
left the group to return to their homes sug- 
gests that an exaggerated prisoner-of-war 
identification will again be utilized as a buffer 
and rationalization for all adjustment prob- 
lems. A man who is unable to feel that he is 
part of his community is likely to demon- 
strate more enthusiasm for his prisoner-of- 
war meetings and reunions than for other 
social and occupational interests. 

The delayed homecoming, with the op- 
portunity to live together and form these 
strong group ties, was nonetheless of definite 


value. In addition to much needed interim 
support, it offered the men a necessary work- 
ing through period, both for reality testing 
and a protective form of initial social ex- 
posure to “outsiders.” The repatriates under- 
went an over-all group therapeutic process, 
far beyond the influence of the formal psy- 
chiatric program, which could only have a 
limited, catalytic effect. A longer “interlude” 
accompanied by the more extensive utiliza- 
tion of group therapy sessions could have 
probably resulted in even greater emotional 
benefits. 


SUMMARY 


The reaction patterns of a group of Ameri- 
can prisoners of the Korean conflict, in re- 
sponse to their uniquely traumatizing ex- 
perience, have been described. These were 
correlated with the sequence of behavior be- 
tween repatriation and arrival in San Fran- 
cisco 16 to 19 days later, determined by 
means of individual interviews, shipboard 
observations, and group therapy sessions con- 
ducted during the voyage. Shifting patterns 
of individual and group defenses and identi- 
fications were discussed, with reference to 
underlying dynamics and relationships to 
future adjustment problems. 
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AIR TRANSPORTATION OF PSYCHIATRIC PATIENTS 


COL. BENJAMIN A. STRICKLAND, JR., USAF(MC), ano 
CAPT. CHARLES FERRIS, USAF(MC) 


Large-scale use of the airplane to transport 
the sick and wounded began about Io years 
ago. It is now the standard method employed 
by the armed forces of the United States. 
Proven beyond question are its advantages in 
economy, conservation of manpower, and 
better patient care. 

Today there is a consensus of authorita- 
tive opinion that any patient who is in condi- 
tion to be transported by any means, can 
advantageously be transported by air, pro- 
vided: (1) that patients are properly pre- 
pared for flight ; (2) that adequate equipment 
is available for care during flight; and (3) 
that properly trained personnel are aboard 
the plane to provide medical and nursing care. 

Studies concerning the effects of air trans- 
portation (e.g., the effects of flying on patho- 
logical conditions) on patients have been 
relatively few. Tillisch, Stotler, and Love- 
lace(1) in 1943 reported observations on 200 
patients transported by air. The USAF 
School of Aviation Medicine made a gross 
analysis of over 16,000 flights by patients 
which was reported at the 1950 scientific ses- 
sion of the American Medical Association 
(2). 

In this day of specialization in medicine, 
it appeared appropriate to further analyze 
the 16,000 case reports and to present the 
findings for special categories of patients. 
The February 1952 issue of the Annals of 
Internal Medicine(3) carries an article on 
air transportation of cardiac and pulmonary 
cases based on a study of 1,777 of these case 
reports. 

In the total group of 16,020 reports it was 
found that there were nearly 3,000 records 
on neuropsychiatric patients. This number 
was considered to be large and diversified 
enough to warrant a separate report. 

Up to the present time almost nothing has 
been published in reference to the transpor- 
tation of psychiatric patients by air. Tillisch 
(4), in 1948, devoted one paragraph to a 
brief consideration of the subject. He re- 
ported that epileptics will have convulsive 
seizures more frequently on a plane than 


740 


under ordinary circumstances and that psy- 
choneurotics have an increased susceptibility 
to motion sickness. He referred to the ob- 
vious difficulties in controlling psychotic pa- 
tients on a plane. 

Before the development of air evacuation, 
psychiatric patients in military service were 
transported by ship, rail, or automobile, 1 or 
2 cases at a time, with a doctor or nurse or 
both and, in disturbed cases, 1 or 2 attendants 
in addition. A trip by rail from the east to 
the west coast would require about 4 days 
and the attending personnel would have to be 
returned to the original point of departure, 
all at considerable expenditure of time, man- 
power, and money. Civil institutions are still 
using such uneconomical methods almost ex- 
clusively, and although the over-all number 
of patients transported is probably not very 
great, elaborate arrangements are generally 
required for each case. 

There are many reasons for having to 
transport psychiatric patients. In civil life, 
the family may wish to make the change for 
economical, medical, or sentimental reasons. 
In other cases the hospital may recommend 
the transfer. State hospitals are constantly 
having emergency admissions which eventu- 
ally must be returned to their state of legal 
residence. In the military medical system, 
new cases are constantly being seen initially 
in small dispensaries and must be moved to 
larger armed forces hospitals for diagnosis 
and treatment. If there is no improvement 
in a reasonable time and no likelihood of re- 
turn to duty, the military organization must 
effect the separation of the patient from mili- 
tary service but is still responsible for trans- 
porting him to his home, to a state hospital, or 
to a facility of the Veterans Administration. 

At first the idea of transporting psychotics 
by air was approached with much trepidation. 
The unpredictables were of common knowl- 
edge and no special techniques for manage- 
ment had been designed. During World War 
II the decision to transport psychiatric cases 
by aircraft was dictated by circumstances and 
the operating personnel, aeronautical and 
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medical, adapted to this necessity. Certain 
workable routines grew out of their experi- 
ence, resulting in a system of classification 
of patients which is still in use. All patients 
are placed in 1 of 4 classes as follows: 

Class I—All psychiatric or mental pa- 
tients. 

Class II.—All litter patients (nonambula- 
tory) except psychiatric. 

Class III.—AlIl ambulatory patients (ex- 
cept psychiatric), requiring some hospital, 
nursing, or medical care enroute. 

Class IV.—AIl ambulatory or administra- 
tive patients (except psychiatric) with minor 
disabilities, requiring no nursing or medical 
care enroute (“Troop Class’’). 

The psychiatric group or Class I is further 
divided into 3 sub-groups. 

Class I-A.—(Severe psychotic). Locked 
ward psychiatric patients requiring use of 
restraint apparatus; includes all disturbed 
psychiatric patients; requires special watch 
aboard aircraft and at intermediate stops; 
sedated, restrained, clothed in pajamas, and 
delivered to aircraft on a litter. These are 
actively psychotic and disturbed, or poten- 
tially disturbed patients including suicidal, 
homicidal, combative, and grossly deluded 
and hallucinated cases. They are considered 
as potential seclusion room patients in a hos- 
pital and must be placed on closed wards 
during overnight stops enroute. 

Class I-B.—(Locked ward psychiatric). 
Locked ward psychiatric patients normally 
not requiring use of restraint apparatus; re- 
quire special watch aboard aircraft and at in- 
termediate stops ; sedated, clothed in pajamas, 
and delivered to aircraft on a litter. Included 
in this class are patients who are psychotic 
to a minor degree or clearly convalescent, 
not disturbed and not likely to become so. 
These patients may be suitable for open 
wards at the originating and destination hos- 
pitals, but for complete security must be kept 
on closed wards during all stops enroute. 

Class I-C.—Psychoneurotic cases and 
others without gross disturbances of behav- 
ior. These patients in most instances have a 
record of causing no trouble at the origi- 
nating hospital and can be expected to be 
cooperative and quiet during the flight. 
Restraint and sedation are not necessary. 
They are open ward cases and are usually 
ambulatory. 


Limitations on the numbers of psychiatric 
patients carried on any one flight have been 
established by the Military Air Transport 
Service. The limitations have been stated at 
various times both in percentages and in ac- 
tual numbers. At the time when this study 
was being made, no more than Io psychiatric 
patients classified I-A or I-B or any combi- 
nation of the 2 could be carried on a given 
flight. In addition, not more than Io patients 
in Class I-C were carried aboard the same 
aircraft. Since aircraft capacity varied be- 
tween 18 and 44 patients, it can be seen that 
a given flight was rarely if ever composed of 
psychiatric patients only. Today, on the larger 
hospital airplanes, with 60- to 80-patient ca- 
pacity, many flights include up to 40% psy- 
chiatric patients. 

At the outset in military air evacuation a 
system of screening was necessary before 
any particular patient could be accepted for 
air transportation. Two things had to be de- 
cided: were there any contraindications to 
air travel and were any special considerations 
required prior to and during the course of 
flight? Present-day criteria for transporta- 
bility of patients by air are as follows: 

(1) Patients not normally acceptable are: 
(a) those in infectious stages of a quarantin- 
able disease ; (b) moribund or semimoribund 
cases unless flight is a life-saving effort; (c) 
patients with permanent tie-wires between 
the jaws. 

(2) Patients requiring special considera- 
tion are: (a) those with conditions involving 
cardiac failures; (b) severe anemias; (c) 
respiratory embarrassment; or with (d) 
conditions in which quantities of gas are con- 
fined in body cavities such as pneumothorax 
or ileus. 

It should be noted that psychiatric patients 
are not listed under either special category. 
Transportation by air of these patients has 
become so routine that they are not even 
listed as requiring special consideration. 


PROCEDURE 


During the latter months of 1948, and 
throughout 1949 and early 1950, a supple- 
mentary report on all patients was completed 
by the flight nurse on air evacuation flights 
performed by the Military Air Transport 
Service. Reports were obtained on 16,020 
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patient-flights. Of that total, reports on 
2,879 patient-flights showed neuropsychiatric 
diagnoses. It should be made clear that these 
numbers refer to “patient-flights” rather 
than to the actual number of different pa- 
tients. Thus, when a patient was transported 
from Japan to Washington, D. C. he might 
have as many as 2 or 3 separate flight records 
made out, one for each major “leg” of the 
trip. The 2,879 reports included approxi- 
mately 2,100 different patients. 

The report form listed diagnoses, symp- 
toms occurring during flight, weather condi- 
tions, treatment necessary during flight, and 
other information descriptive of medical as- 
pects of the trip. For purposes of this pres- 
entation, the symptoms noted during flight 
have been separated and attributed to either 
physical or psychological factors. Symptoms 
commonly caused by motion sickness, effects 
of altitude, effects of medication, etc., were 
classified as physical or somatic. The check- 
ing by the flight nurse of items such as pallor, 
sweating, cyanosis, nausea, vomiting, ear- 
ache, etc., can obviously be considered as be- 
longing to the somatic group. On the other 
hand, symptoms such as distinct apprehen- 
sion, nervousness, disturbed behavior, or 
combativeness were considered to fall logi- 
cally into the mental or psychological group. 


RESULTS 


On this basis, the 2,879 case reports were 
analyzed after being separated according to 
diagnostic categories. Among this grand total 
shown in Table 1, there were 2,575 or 89.4% 
without symptoms during flight. The 4.5% 


with somatic symptoms is within the range 
of normal expectancy since well individuals 
travelling by air are reported to have from 
2 to 5% incidence of somatic symptoms dur- 
ing flight, usually motion sickness. The total 
percentage of mental or psychological symp- 
toms was 5.7%, and the majority were due 
to disturbed behavior or combativeness on 
the part of patients with major psychoses. 
The listing of combinations of somatic and 
mental symptoms is shown merely for the 
sake of completeness. 

Since the psychotics showed the highest in- 
cidence of symptoms among the 3 major 
groups, it is interesting to show the break- 
down of symptomatology according to the 
various diagnostic categories of psychotic re- 
actions. In Table 2 can be seen the prepon- 
derance of the diagnosis of schizophrenic re- 
action (about 4/5 of the psychotic group), 
not unexpected considering the age group 
and other factors. The schizophrenic cases 
included 89% with no symptoms, 3% with 
somatic symptoms, and almost 8% with psy- 
chological symptoms. The affective cases 
closely paralleled the schizophrenic cases in 
symptoms recorded. 

To take the largest group among the psy- 
chotic reactions, there is shown next (Table 
3) the breakdown of the various subtypes of 
schizophrenic reactions. The simple type 
showed 90% with no symptoms. To the 
schizophrenic group these patients would be 
expected to show little disturbance. The hebe- 
phrenic group, small in total numbers, shows 
the highest incidence of severe psychological 
symptoms. This is entirely in line with what 


TABLE 1 


Att NEUROPSYCHIATRIC REPORTS 


reports Major diagnostic category 


1389 Psychoses 
48% of total 

796 Psychoneuroses 
28% of total 

604 Psychopathic states and miscellaneous. 
24% of total 


2879 Grand total 


Symptoms Mental or psychological 


— symptoms Combination 


A . of physical 
pot 


18 98 5 
1.3% 7% 0.3% 
12 13 5 
1.5% 1.6% 0.790 
15 7 I 
2% 0.2% 


45 1 
1.6% 0.4% 
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TABLE 2 
Tue PsycHoses 


Diagnosis 
Schizophrenic reactions 


Affective reactions 

Paranoid reactions 

Organic psychotic reactions 

Psychotic reactions (not otherwise 


classified ) 


Total psychoses 


Mental or psychological 
symptoms 
>. 


Symptoms 
attributable 


to 

= Minimal 
38 II 77 

3% 1% 6.7% 


5 2 9 
4% 1% 77% 
3 I 2 
7% 2% 5% 
2 2 4 
8% 8% 17% 
6 
10% 


98 
7%, 


Combination 
of 
and mental 

symptoms 


4 
0.3% 
I 
1% 


Appreci- 
able 


TABLE 3 


SCHIZOPHRENIC REACTIONS 


Diagnosis 
Schizophrenic reaction, simple 


Schizophrenic reaction, hebephrenic... . 
Schizophrenic reaction, catatonic 
Schizophrenic reaction, paranoid 
Schizophrenic reaction, latent 


Schizophreuic reaction, mixed type 


Schizophrenic reaction (not otherwise 
classified) 


Total schizophrenic reactions.... 


would be expected from a knowledge of their 
clinical behavior. The catatonic group in- 
cludes 12% with appreciable psychological 
symptoms; they too would be expected to 
show disturbed behavior more than any other 
subgroup except the hebephrenic. The largest 
subgroup, listed as “schizophrenic reaction 
not otherwise classified,” could be expected 
to consist of subtypes in proportions roughly 


Mental or psychological 
symptoms 


Symptoms 
attributable 


to 
physical 
factors 


Combination 
. of physical 
Appreci- pod mental 
able symptoms 


Minimal 


4 
7% 
2 


88 
78% 


paralleling the percentage of simple, hebe- 
phrenic, catatonic, and paranoid types. 

Table 4 shows the psychoneurotic group. 
The largest category is that of anxiety reac- 
tions constituting almost half of the total 
group, and of these 5% had symptoms classi- 
fied as somatic although actually many of 
these symptoms may well have had some 
basis in psychological anxiety. The obses- 
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TABLE 4 


THE PsyCHONEUROSES 


Diagnosis 
Anxiety reaction 


Dissociative reaction 
Conversion reaction 

Obsessive compulsive reaction 
Neurotic depressive reaction 
Hypochondriacal reaction 
Somatization reaction 


Psychoneurotic reactions (not otherwise 
classified ) 


796 


Total psychoneuroses 


* Convulsive seizure during flight. 


sive-compulsive, neurotic depressive, hypo- 
chondriacal, and “not otherwise classified” 
psychoneurotic reactions were almost com- 
pletely free of any symptoms. The 70 cases 
of somatization reactions, composed mainly 
of psychogenic cardiovascular and gastroin- 
testinal reactions, show 7% somatic symp- 
toms and a very small incidence of minimal 
psychological symptoms. Such a distribution 
might be expected from a knowledge of the 
dynamics of these conditions. The over-all 
incidence of symptoms in the psychoneurotic 
group was almost 8%, about evenly divided 
between somatic and psychological. 

Table 5 shows similar breakdowns for the 
balance of the cases. The first 5 listings fall 
into the group of character and behavior 
disorders. It is interesting to note that the 
first two (pathological personality and imma- 
turity reaction) show a relatively large inci- 
dence of somatic symptoms ; it is well known 
that these patients are often more prone to 
complain of minor body sensations that the 
average healthy individual. The diagnosis of 
acute situational maladjustment is listed on 
109 records, with 7% showing somatic and 
7% showing minimal psychological symp- 
toms. Since this diagnosis itself is something 


to 
No physical 
symptoms 


323 


Symptoms 


Mental or psychological 
attributable ins 


symptoms 


factors Minimal 
17 7 


5% 2% 
3 
7% 
6 

5% 


I 
1% 


5 
77% 


12 13 
1.5% 1.6% 


25 (3.1%) 


32 5 
4.0% 0.7% 


of a catch-all for borderline cases and for 
those in which a final diagnosis is still uncer- 
tain, no conclusions are possible. A total of 
134 patients were transported with a diagno- 
sis of psychiatric observation and of course 
would be ultimately classified into some other 
group. The last group is too miscellaneous 
to permit objective discussion. 


Discussion 


Certain observations based on this study 
are warranted. It was observed that hebe- 
phrenic and catatonic schizophrenics are more 
prone to show disturbed and combative be- 
havior during transportation than any other 
group. The findings tend to disprove the 
general impression that psychoneurotics are 
more susceptible to motion sickness than the 
average person. As only 8 proven epileptics 
were transported, an opinion cannot be ad- 
vanced as to whether or not they are more 
prone to have convulsions during flight than 
at other times. From an analysis of these 
2,879 flight records one is impressed by the 
fact that air transportation proved highly 
successful as a means of transferring psychi- 
atric patients from one medical installation 
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TABLE 5 


PsycHOPATHIC STATES AND MISCELLANEOUS 


Diagnosis 
Pathological personality types 


Drug addiction 


Character and behavior disorders (not 
otherwise classified) 


Mental deficiency 
Acute situational maladjustment 
Psychiatric observation 


Neurological disorders, miscellaneous 
and unclassified 


to another. In military operations during hos- 
tilities the problem increases in magnitude. 
For example, there were 2,805 cases of men- 
tal and nervous disorders transported from 
Korea and Japan to the United States in 78 
weeks from June 1950 to January 1952, an 
average of 36 cases per week. Even with 
battle casualties, neuropsychiatric disease 
constituted almost 10% of the total. 

The present author and colleagues have 
published a research project report(5) on the 
handling of psychiatric patients during trans- 
portation by air which analysed experimen- 
tally several techniques for their control and 
management during air transportation. These 
techniques are as follows: 

1. Psychotherapy including the establish- 
ment and maintenance of rapport and all 
that goes along with direct personal super- 
vision of individual cases by experienced 
physicians, nurses, and attendants. 

2. Other forms of specific therapy includ- 
ing hydrotherapy, physical, occupational, and 
recreational therapy, and certain applications 
of electric shock therapy. 


Mental or psychological 
symptoms 


Appreci-_ 
‘aie 
15 2 I 
10% 1% 1% 


10 I 
1% 


Symptoms 
attributable 


to 
physical 
rs 


Combination 
of 
and mental 
symptoms 


I 
1% 


Minimal 
10% 


3 

8% 
I 
17% 


22 


3% 


3. Segregation and seclusion. 

4. Mechanical restraining devices. 

5. Chemical sedation. 

Obviously in a given case, one or more of 
these methods may be utilized when indi- 
cated. For example, in violently disturbed 
patients restraint and sedation both are some- 
times indispensable. 

At the present time we have gone about as 
far as is practicable in the way of psycho- 
therapy and direct supervision during air 
transportation. Physicians are neither neces- 
sary nor available for routine air evacuation 
flights. Flight nurses and technicians are 
sufficiently trained and are constantly gain- 
ing in experience. 

The specific physical therapies such as hy- 
drotherapy, occupational therapy, etc., are in- 
herently less applicable in air transportation 
than any of the other methods and need no 
further discussion. 

Segregation of psychiatric patients in sepa- 
rate flights on special planes and with spe- 
cialized nurses and attendants has not been 
found necessary although definite advantages 


a 

Case No 

reports symptoms 

| 87% 
-3 98 Immaturity reaction ................. 84 vi 
86% 

38 Alcoholism, chronic 35 
92% 

83% 
37 
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in such a system cannot be denied. At least 
the possibility would seem to merit further 
study. Seclusion rooms on aircraft are, of 
course, impracticable. 

In view of the long-accepted teaching and 
practice of nonrestraint, every effort is made 
to avoid the use of mechanical restraints ex- 
cept when positively necessary to insure the 
security of the aircraft and of all personnel 
aboard during flight. The standard operating 
procedure at the present time is to use re- 
straining devices only when other methods of 
control are inadequate. Rather, restraints are 
carried aboard the aircraft for emergency 
use ; this is illustrated in the current regula- 
tion(6) which reads in part as follows: 


Restraint. As a precautionary measure sufficient 
restraints will be carried aboard the aircraft by the 
medical crew for unrestrained Class 1-B and 1-C 
patients to insure that any emergency situation 
arising in flight, involving the patients, can be met. 


Patients are not classified as I-A (severe 
psychotics requiring restraint) unless they 
are really disturbed and actually require re- 
straint and sedation during the trip. 

Among the 2,879 case reports in this study 
it is estimated that mechanical restraints 
were utilized during flight in fewer than 10% 
and it is emphasized that in these restraint 
was clearly indispensable. 

As would be expected, the main clinical 
types requiring restraint were those included 
under schizophrenic reactions in the 2 largest 
categories shown in Table 3, namely, the 
paranoid subgroup and the “not otherwise 
classified” subgroup. 

A detailed study was made of various 
mechanical restraining devices. Each would 
have some advantage over others in particu- 
lar circumstances and for various intervals of 
time. Crude methods such as improvised 
handcuffs and knotted sheets might serve for 
strictly temporary management in extra- 
ordinary situations—for example when a pa- 
tient suddenly becomes violent contrary to all 
predictions or where a patient breaks loose 
from apparently adequate restraints. 

The standard method of restraint when 
necessary is the use of well-padded wrist and 
ankle cuffs made of leather; they attach to 
the litter on a sliding strap which provides 
for limited movement of the extremities. 
Various auxiliary devices such as harnesses 


have been designed not for routine but rather 
for emergency use. Some have been used in 
actual practice when patients became violent 
during flight. One of these is the system of 
web belting designed by Captain Kissel(7) 
for use in the Pacific area in 1943-1944 when 
all kinds of ready-made equipment were in 
short supply and where medical personnel at 
times had to rely on their own ingenuity and 
improvisations. 

Other strap systems have proved to be ex- 
tremely uncomfortable with seams and buck- 
les causing trauma and also interfering in 
many ways with necessary nursing care en- 
route. The straight jacket or camisole has 
been used in rare cases. It is hot and uncom- 
fortable and extremely active patients find it 
possible to escape. Another device that has 
been explored is a net enveloping the entire 
body ; this would be carried on the aircraft 
for emergency use only. The net as presently 
designed prevents acess to the body of the 
patient without its removal. 

During the course of the School of Avia- 
tion Medicine Research Project a number of 
experimental devices were studied. The 
theory was elaborated that, in line with mod- 
ern concepts, the aim should be to “control 
or manage” the patient rather than bluntly to 
“restrain” him. The principle of controlling © 
gross body movements at the points of maxi- 
mum leverage (the shoulders, pelvis, and 
lower thighs) proved to have positive merits 
apart from merely avoiding rigid restraint of 
hands and feet. One of the devices so de- 
signed is worthy of special attention. It is a 
fairly simple leather harness passing around 
the thorax and over the shoulders. It con- 
forms to another important principle of body 
restraint; namely, whatever system used 
should allow for some easy method of in- 
creasing or decreasing the extent of restraint. 
Also it should be rather easy to release the 
patient quickly in case of emergencies and it 
would not interfere with attachment of a 
parachute harness when necessary. There is 
a still later modification of this method which 
utilizes control straps for the lower thigh, 
thus eliminating the necessity for ankle cuffs. 

An important consideration in all methods 
of mechanical restraint with patients on lit- 
ters is that of the effects of G-forces from the 
impact of crash landings and the desirability 
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of rapid release of the patient in the event 
of emergency during air evacuation flights. 
The possibility of applying restraints to an 
ambulatory or seated patient is also worthy 
of some consideration. Some patients could 
be transported in a camisole restraint and 
permitted to sit up and move about on the 
plane, at times a perfectly satisfactory ar- 
rangement. In certain civilian psychiatric 
hospitals a device called the “locked chair” 
has been used to permit disturbed patients to 
sit up for intervals through the day and to 
allow some freedom of the arms and legs. 
The locked-chair has a cross-piece which pre- 
vents the patient from standing up and mov- 
ing around. This principle might be appli- 
cable when seats are available on the aircraft. 
Sedation is of course used when indicated 
for many Class I-A and Class I-B patients 
during air transportation. However, the use 
of mechanical devices when absolutely neces- 
sary for restraint without concomitant seda- 
tion has a greater safety factor for the pa- 
tient. All sedatives produce some changes in 
circulatory and respiratory physiology which 
during air transportaton are already subject 
to alterations resulting from altitude. The 
barbiturates are used most frequently because 
of convenience of administration but patients 
so sedated sometimes require oxygen during 
flight. Consequently, the use of paraldehyde 
has been recommended by many flight sur- 
geons as first choice but it is extremely un- 
popular because of its strong taste and odor. 
Nevertheless, it remains in the opinion of 
many the safest drug so far as alterations of 
physiology are concerned. In an effort to 
overcome some of the objections to the com- 
mon methods of administration of paralde- 
hyde a disposable ampule with a rubber tube 
leading to a plastic nozzle which could be 
used for rectal administration was developed. 
This device was actually produced in proto- 
type by a commercial drug company for pur- 


poses of research. Further testing will de- 
termine the feasibility of its standardization. 


SUMMARY AND CONCLUSIONS 


1. The literature pertaining to manage- 
ment of neuropsychiatric patients during 
transportation by air is reviewed. 

2. Methods employed by the military serv- 
ices including standard operating procedures 
are presented. 

3. Reactions to air transportation of ap- 
proximately 2,100 different patients making 
2,879 patient-flights are reported. Results 
indicate that neuropsychiatric patients can be 
advantageously and economically transported 
by air. Among the 2,879 reports studied, 
symptoms reported during flight were pres- 
ent in only 10.6%. No serious reactions oc- 
curred and no symptoms were reported that 
are considered to have untoward significance. 

4. Summarized are the results of a USAF 
School of Aviation Medicine research report 
concerning handling of neuropsychiatric pa- 
tients during air transportation. 
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PSYCHIATRIC SCREENING IN THE ARMED FORCES 
HAROLD M. VOTH, Topexa, Kansas 


This paper is based on the author’s experi- 
ences in the Psychiatric Screening Units at 
the United States Marine Corps Recruit 
Depot, Parris Island, South Carolina, and at 
the United States Naval Training Center, 
Great Lakes, Illinois. These units screen all 
in-coming recruits for the purpose of elimi- 
nating those unlikely to succeed in military 
life. These include menial defectives, psy- 
chotics, moderate-to-severe character disor- 
ders: the large group of so-called inadequate 
personality, and those neurotics who seem 
likely to decompensate under stress. The rea- 
sons for disqualifying all classes except the 
neurotics, and to some extent, the less severe 
character disorders are obvious; there is, 
however, considerable controversy regarding 
character disorders, and especially neurotics. 

Psychiatric screening is necessary, but the 
limits of such a process demand clarification, 
and the internal structure of screening units 
requires modification. In order to emphasize 
the changes that will be proposed here, and 
in an attempt to give weight to my belief re- 
garding the disposition of neurotic recruits 
and other borderline cases, I shall first de- 
scribe the screening units of which I was a 
part. 

Following their physical examinations, in- 
coming recruits are sent to the Psychiatric 
Screening Unit. There they fill out a lengthy 
questionnaire designed to give information 
pointing to psychiatric and, to some degree, 
neurological disturbances. Psychiatrists or 
experienced psychologists devote 2 to 5 
minutes for review of the questionnaire and 
interview of the recruit in this initial screen- 
ing interview. If gross pathology is evident 
or there are suggestions of instability, this 
is recorded, and the individual is either sent 
to full duty or placed on a trial duty status. 
The 20-30%, who are placed on trial duty, 
are interviewed a second time 2 or 3 weeks 


1 The opinions or assertions contained herein are 
the private ones of the writer and are not to be 
construed as official or reflecting the views of the 
Navy Department or the naval service at large. 

2 Lieutenant, Medical Corps, United States Naval 
Reserve, Inactive. 
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after they have begun training. Of the ap- 
proximately 25% who are seen for a second 
interview, roughly 5-10% are seen a third 
time. During periods of heavy induction or 
recruitment, a major portion of the day is 
used by the entire staff to conduct these 3 
successive interviews. At their third screen- 
ing interview, recruits bring a company com- 
mander’s report of their performance with 
them. Company commanders may at any 
time refer a recruit for evaluation; and in- 
firmary officers frequently detect psychiatric 
disturbances at sick call, and make referrals 
to the Psychiatric Unit. These referral cases 
are often men in whom no psychopathology 
was detected at the initial screening inter- 
view. The third screening interview, and 
those of cases seen on referral, may last 20 
or 30 minutes, for at this time weightier de- 
cisions regarding the individual’s military 
future are made. Because of the great 
amount of time spent conducting the initial 
and second interviews, these third interviews 
are often conducted under considerable pres- 
sure, in spite of the fact that it is here that 
the more important decisions are made. 
Those men deemed unsuitable for military 
service are admitted to an observation ward 
for more careful assessment and disposition. 
Of those admitted to the ward, 50-75% are 
returned to duty, but approximately 14-23% 
of the total incoming recruit population are 
finally discharged via the Psychiatric Unit. 

The large majority of men considered for 
discharge are neurotics and less severe char- 
acter disorders, including immature and in- 
adequate personality. Most of these men 
have not performed well at duty and are 
poorly motivated. These are the borderline 
cases about whom decisions are hard to make, 
and often several trials at duty, the help of 
social histories, and much time are needed to 
arrive at accurate decisions. Psychotics, men- 
tal defectives, and severe character disorders 
constitute no problem insofar as disposition 
is concerned. 

On the surface, such a screening unit 
seems to be a smoothly running and efficient 
organization. But is it, and what does it 
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really accomplish? Are not many hours of 
valuable psychiatric time being misused? 
First of all, an obvious question is, why hold 
the initial screening interview, when at best 
only hunches are made regarding psycho- 
pathology and probable successful perform- 
ance at duty? Elimination of this interview, 
in which the entire staff participates, would 
in turn eliminate seeing those 20-30% who 
are called back for a second interview. The 
time saved would be enormous, not to men- 
tion the wear and tear on the psychiatric 
team, for it is no easy task to see endless 
numbers of men. Judgments become blurred 
and eventually the entire process loses much 
of its even dubious meaning. Since military 
regulations provide that each new recruit 
shall have a trial at duty, men are rarely ad- 
mitted for observation from their initial in- 
terview. Those few psychotics or severely 
disturbed individuals who simply cannot ad- 
just to military life would soon be referred 
to the Psychiatric Unit by their company 
commander, hence they would not be missed 
if this initial screening interview were elimi- 
nated or the method of conducting it revised. 
Company officers never hesitate to refer men 
for evaluation because of poor performance 
or inability to learn, for these men constitute 
their greatest headache, and they are happy 
to be rid of them. Actually then, the initial 
and second screening interviews accomplish 
little that a referral system could not. Most 
significant, however, is that I seriously doubt 
that we are able to predict the future of indi- 
viduals by brief psychiatric interviews. This 
agrees with the findings of Glass(1) who 
showed that combat effectiveness cannot be 
accurately predicted on the basis of a brief 
interview, and concluded further that his- 
tories, especially, are largely unreliable. The 
time gained by eliminating these 2 interviews 
could be used for the study of borderline 
cases sent in by referral. In those cases mal- 
adjusted to recruit training, if neurotic symp- 
toms or pathological behavior is severe, deci- 
sions are usually easy to make; but even 
here, the final outcome is often other than 
expected, if time is available to work with 
the case and study it thoroughly. Recruits 
showing immaturity reactions often break 
down at the beginning of training, and it is 
all too easy to discharge them, particularly 


if there is insufficient time for adequate 
study. The individual’s ability to stand the 
test of trial at duty is the most reliable indi- 
cator, but he must be studied while at duty ; 
and there must be available time to study 
cases having difficulty at duty. This time 
could be made available by eliminating the 
long, laborious initial and second screening 
interviews. This agrees with Bloomberg (2) 
who also believes that the impressions gained 
from a brief screening interview are inac- 
curate. 

No doubt there are many psychiatric 
screening units not using trained psychia- 
trists for brief screening interviews. To do 
so is akin to using a well-trained surgeon to 
examine recruits for hernias, hemorrhoids, 
or flat feet. At initial screening, only gross 
signs of pathology are looked for; e¢.g., 
severe anxiety, withdrawal, severe exaggera- 
tions of behavior, psychosis, etc. There isn’t 
time for much else. One need not be a 
trained psychiatrist to detect these signs. I 
do not wish to imply that these interviews 
should be entirely eliminated ; it is important 
to see each new recruit. However, this could 
be done by a less trained examiner, who 
could hurriedly scan the recruit for gross 
signs of abnormality while reviewing his in- 
telligence score and psychiatric questionnaire, 
thus freeing the psychiatrist and experi- 
enced psychologist to study cases actually 
having difficulty in training. 

Further evidence of the ineffectiveness of 
the brief interview is supplied by some of 
my experiences with the other members of 
the psychiatric team who referred patients to 
the observation ward for study. As officer- 
in-charge of this ward, I soon detected a fre- 
quently appearing stock phrase peculiar to 
each psychiatrist, especially on borderline 
cases. Where the psychopathology was clear, 
such as a frank psychosis or a severe neu- 
rosis, all examiners described syndromes ac- 
curately. However, on borderline cases, 
these stock phrases frequently appeared: 
(1) “This poor inadequate, immature, de- 
pendent kid has been unable to continue in 
training, etc., etc.”; (2) “This is an aggres- 
sive paranoid character—better watch out 
for malingering”; (3) “This is a passive- 
aggressive reaction, with marked conflict in 
the psycho-sexual sphere”; (4) “This kid 
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looks bad all over”, (the psychiatrist usually 
went on to describe recruits in vague terms 
that never pointed to any specific factors.) 
(5) the fifth examiner typically referred to 
depressive tendencies, and often considered 
suicide as a distinct possibility. 

Closer analysis revealed that each stock 
phrase was a projection of the more out- 
standing characteristics in the examiner’s 
own personality. Examples 1, 2, 3, and 5 
especially suggested this: they were giving 
thumbnail sketches of their own personali- 
ties. Were these examiners describing cases 
incorrectly, as I infer, or were they sensitive 
only to those borderline cases which were 
reflections of their own personalities? That 
these admission notes were often not descrip- 
tive of the psychopathology at hand was 
proved by more intensive study on the ob- 
servation ward, but regardless of what ex- 
planations are given, the brief interview is 
inaccurate when used to elicit underlying 
psychopathology, and conclusions derived 
therefrom are highly speculative at best. But 
even more serious, recruits were often ad- 
mitted for observation who, had more time 
been available to examine them, might 
not have had to be admitted. Removing a 
recruit from his platoon is a serious matter 
in boot camp: it not only delays his training, 
but undermines his esprit de corps. The 
above-mentioned admission notes were usu- 
ally based on interviews lasting anywhere 
from 10 to 20 minutes. When these fre- 
quently turn out to be inaccurate as to psy- 
chopathology involved or predictability for 
service adjustment, how can a 2- to 5-minute 
initial screening interview or equally brief 
rescreening have any possible value? 

There was little debate concerning the dis- 
position of mental defectives or the severely 
inadequate personality. Here the decision 
rested on their ability to adjust themselves 
to training or their ability to learn. The psy- 
chotics had to be hospitalized, and decisions 
were nearly automatic as to their disposition. 
Epileptics, enuretics, somnambulists (after 
malingering was eliminated as a possibility) 
seldom posed much of a dispositional prob- 
lem. The majority of cases, the neurotics, 
the mild character disorders, and the imma- 
turity reactions, were the ones about whom 
decisions were difficult to make. Should a 


recruit with a transient hysterical symptom 
be discharged? How often do these people, 
or relatively asymptomatic hysterical char- 
acters, run amuck when under fire? How 
schizoid should a recruit be and still be kept 
to duty? How much stress can a schizoid 
individual stand before he becomes schizo- 
phrenic? Should the immature boy who cries 
nightly for the first 2 or 3 weeks of recruit 
training be sent home? What about head- 
aches, backaches, painful feet, “blind stag- 
gers”, “miseries”, gastrointestinal disturb- 
ances, inability to urinate in the presence of 
other men, and a host of other symptoms? 
What are the criteria that tell us when men 
will decompensate under stress? What indi- 
cators accurately point out the partially or 
completely malingered symptoms? Because a 
recruit reacted with a symptom formation to 
the initial shock of training, but later became 
asymptomatic—is he a risk? Or even if he 
retains his symptoms all through recruit 
training, but performs adequately, should he 
be discharged? We speculate as to the dy- 
namics underlying abnormal behavior. Can 
these speculations be used as cause for dis- 
charge? Aita(3) showed that it was impos- 
sible to predict the future of soldiers on the 
basis of previous poor performance. We 
noted that recruits often enter camp with a 
myriad of somatic complaints or other symp- 
tomatology, but with good leadership and 
improved motivation became entirely asymp- 
tomatic and performed well. To have dis- 
charged those men prematurely without ade- 
quate study and trial at duty would have 
been a serious mistake. Egan(4) studied the 
records of 2,054 men who had been rejected 
by Selective Service Boards as unsuitable for 
military duty one or more times, but who 
were subsequently accepted for service; 
79.4% of these men served successfully. Of 
the nearly 2 million men rejected by Selec- 
tive Service Boards during World War II, 
as psychiatrically unfit because of poor his- 
tories and evidence of psychopathology, 
many undoubtedly could have served. Egan 
concluded that unless an individual is psy- 
chotic or so severely maladjusted as to be 
nonproductive in civilian life, he should be 
accepted for service. Pratt and Neustatd- 
ter(5) compared the combat records of 75 
neurotics and 75 non-neurotics on the basis 
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of awards and decorations, total length of 
service, and length of overseas service. Al- 
though the level of performance was slightly 
lower for the neurotic group, he concluded 
that neurotics, unless severely incapacitated, 
should be used for military service. Plas- 
set(6) in his careful study of 138 combat 
troops, classified as neurotics, found that 
only 4 were evacuated for psychiatric rea- 
sons after 60 days of combat ; 9 had received 
Purple Hearts, and 8 received Bronze Stars 
for Meritorious Service. Sharpe(7) studied 
395 neurotics and mild psychopaths who 
were salvaged during a 2-year precombat 
period. Only 12 were lost for psychiatric 
reasons during 50 days of combat. Brill and 
Beebe(8), who doubt that we understand 
predisposition as well as we think, believe 
that superficial psychiatric screening can only 
make a limited contribution to the control of 
psychiatric casualties during a war; that in- 
duction screening should be done only to re- 
move the very obvious misfits; and that a 
trial at duty is the only real test for doubtful 
cases. They conclude that psychiatrists 
should be concerned with better utilization 
of men on duty rather than with prediction 
of break down. 

If trial at duty is to become the factor de- 
ciding a man’s suitability for military serv- 
ice, then this concept requires clearer defini- 
tion. Under the pressure of heavy induction 
or enlistment, the path of least resistance is 
to remove a maladjusted recruit from train- 
ing, study him briefly, and decide to send 
him home on the grounds that he will “crack 
up” under more stress. To keep complain- 
ing, unhappy men at duty is no easy task, 
and the’ simplest thing to do is discharge 
them after placating one’s conscience with 
the rationalization that prolonged stress or 
combat would only result in another psychi- 
atric casualty. Because nostalgia and poor 
motivation are such large factors in cases of 
maladjustment, no decision regarding a re- 
cruit’s suitability for service should be made 
in the first 2 or 3 weeks of training. The 
initial shock of being away from home can 
magnify minimal symptomatology to alarm- 
ing proportions. So-called inadequate per- 
sonalities often do not appear so inadequate 
after this initial shock is worn off, and with 
this group it is especially easy to draw hasty 


conclusions. Understanding, but firmness, is 
the key to keeping men at duty so far as the 
psychiatrist is concerned. Men removed 
from duty for psychiatric study must never 
be allowed to feel “that they have it made.” 
They must be led to believe that the observa- 
tion wards area place where they are studied 
and helped, that they are admitted there for 
a brief respite only, and the focus must al- 
ways be an early return to duty. Recruits 
should never be allowed to lie around idly 
for weeks with nothing to do, this only rein- 
forces their symptoms and delays their train- 
ing. They should be seen immediately on 
admission, an understanding of their com- 
plaints should be determined as soon as pos- 
sible, and a decision reached. Recruits will 
often cry profusely, beg the examiner on 
their knees, or pray for divine help. Such 
cases have been returned to duty after sev- 
eral admissions to the observation ward, and 
they often eventually adjust. If their symp- 
toms and complaints continue unabated for 
several weeks, the possibility of discharge 
may be considered. I recall one case who 
was returned to duty with a military police 
escort. This man afterward became leader 
of an honor platoon. He had originally com- 
plained of headaches and painful back; he 
cried profusely, and finally refused to return 
to duty. He had been admitted to the obser- 
vation ward twice, and twice returned to 
duty. Another case complained of “blackout 
spells,” weakness, nervous tension, etc. He 
was highly unmotivated. He had been twice 
returned to duty from the observation ward, 
and once by the Aptitude Board. In the last 
weeks of training, it became unmistakably 
clear that he simply could not adjust. Both 
of these men had had an adequate trial at 
duty lasting for many weeks ; it was possible 
to arrive at an accurate decision only because 
their trials at duty had been adequate. 

In spite of the criticisms offered above re- 
garding the techniques of psychiatric screen- 
ing, and in view of the thoughts just ex- 
pressed regarding utilization of neurotics and 
mild-to-moderate character disorders for 
military service, the following recommenda- 
,tions are submitted : 

(1) All incoming recruits will fill out a 
questionnaire designed to elicit neurological 
and psychiatric pathology. The standard 
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GCT test for intelligence will be taken by 
each man. 

(2) These questionnaires and GGT scores 
will be reviewed in the presence of each re- 
cruit. This interview will be done by a psy- 
chologist or some individual familiar with 
the more gross aspects of psychiatric syn- 
dromes and should not last longer than 1 or 
2 minutes. The examiner should restrict 
himself to labeling as “suspect” not more 
than 5% of the total incoming population. 
Only the grossest signs of abnormal behavior 
or the severest history should be taken as a 
basis for calling a man back for a second 
interview 2 or 3 weeks after his training has 
begun. A recruit will practically never be 
admitted to the observation ward directly 
from this initial interview unless frankly 
psychotic, regardless of how bitterly he may 
complain. 

(3) By having regular meetings with the 
company commanders and infirmary officers, 
the psychiatric staff will instruct these officers 
as to the function of the psychiatric unit. A 
system will be worked out whereby malad- 
justed recruits can be referred for psychi- 
atric evaluation. These recruits will bring 
with them a record of their performance and 
a statement of the problem as seen by their 
company officers. Infirmary officers will 
refer probable psychiatric cases on a regu- 
lar medical consultation basis. When men 
are returned to duty from their referral in- 
terview, a report should always be sent to the 
recruit’s superiors. These reports should 
include a brief psychiatric explanation for his 
maladjustment, and must state recommenda- 
tions concisely and clearly. Such an arrange- 
ment is highly effective, and company officers 
are often eager to carry out suggestions when 
they are dealt with openly yet diplomatically. 
Psychological testing may be done at these 
interviews to determine latent psychopa- 
thology, and especially mental defectives will 
be detected in this manner. 

(4) Recruits may be admitted to an ob- 
servation ward only afte’ an extensive trial 
at duty, and no man should be discharged 
from service unless he is mentally defective, 
frankly psychotic, or so severely neurotic or 
suffering from such a severe character dis- 
turbance that adjustment to military life is 


clearly impossible—a fact well substantiated 
by an adequate trial at duty where feasible. 
(5) Where disciplinary action is under 
consideration for a maladjusted recruit, the 
psychiatrist should intervene only where psy- 
chological factors are unequivocal. 


DIscussION 


The procedures described in this paper un- 
doubtedly do not apply to many recruit train- 
ing centers, and it is entirely possible that 
the screening procedures at the 2 recruit 
training centers on which this report is based 
have since changed. The main purpose of 
this presentation therefore is to give evidence 
and add weight to the belief that psychi- 
atrists cannot detect potential psychiatric 
casualties on the basis of a brief screening 
interview ; and to use psychiatrists in this 
manner is to misuse them. Psychiatric 
screening is necessary, but it should be a 
running, continuous process throughout the 
entire training period, and the psychiatrist 
should be called in only when maladjust- 
ment occurs. Combat psychiatrists can un- 
doubtedly offer the best evidence regarding 
the suitability of neurotics and certain char- 
acter disorders for combat or for noncom- 
batant military service. However, on the 
basis of my experience with recruits, it is 
clear that many neurotics and mild-to-mod- 
erate character disorders can function in a 
military organization if properly handled and 
not allowed to utilize the primary or second- 
ary gain of their symptoms. I have been re- 
peatedly amazed at the quantity of ego 
strength many neurotics have been able to 
muster during periods of stress. As yet I 
know of no accurate measure of this reserve. 


SUMMARY 


1. Psychiatric screening procedures of 
2 large recruit training centers have been 
described, and a revised screening plan 
suggested. 

2. Exception is taken to the premise that 
brief psychiatric screening is of value in pre- 
dicting possible psychiatric casualties, except 
in certain obvious cases. It is suggested that 
trained psychiatrists be spared this task and 
should devote their full attention to malad- 
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justed recruits and to better man power utili- 
zation. 

3. It is suggested that only the obviously 
psychiatrically unfit be rejected for service 
and that decisions regarding nonpsychotics 
should be based primarily on an adequate 
trial at duty and only secondarily on history 
and impressions regarding psychodynamics, 
etc. 
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The topic for this address did not seem to 

lend itself well to extemporaneous presenta- 
tion and because of difficulty with my eyes 
which you must have noticed, I thought the 
best method of presenting my paper would 
be through the tape recorder. It not only re- 
produces the voice but it can be shut off at 
any point for spontaneous comments. 

The idea of recordings for psychiatric 
presentation occurred to me in 1935 while 
working with a case of depersonalization. It 
seemed extremely desirable to reproduce the 
patient’s dead, toneless voice. The Dictaphone 
Company kindly cooperated by constructing 
a specially designed instrument for this re- 
cording and it was presented at The New 
York Neurological Society,” but its fidelity 
did not compare with the present improved 
tape recording. 

Terms such as option, discrimination, pref- 
erence, selectivity, and segregation are gen- 
erally in disfavor in the social scheme and 
philosophy of a democracy such as we live 
in. So at the outset, I wish to make un- 
equivocally clear my agreement with this 
philosophy and opposition to legalized segre- 
gation in the social scheme. The latter, I 
believe, is disadvantageous to those who are 
excluded and probably ultimately automati- 
cally harmful to those who are presumably 
privileged by the segregation of minority 
groups. Usually these excluded groups, such 
as sects, cults, etc., are most likely to be alien 
to the majority in some characteristic. 

Attached to the sedate red brick wall of 
the old New York Presbyterian Hospital on 
Madison Avenue was a bronze tablet which, 
as I remember, was inscribed: “For the sick 
without regard to race, creed or color.” Asa 
youth I often stood before it, fascinated by 
its inspired and inspiring sentiment. Later, it 
became apparent how practicable and sound 
this principle could be as a social philosophy 
as well as in its clinical application. 

The drive of many forces threw my efforts 


1 Presidential address delivered before the annual 
meeting of the American Psychopathological As- 
sociation, New York, June 5, 1953. 

2 Oberndorf, C. P.: The Dictaphone As An Aid 
to Psychiatric Case Presentations, J. of Mental and 
Nervous Dis., Vol. 86, No. 1, July 1937. 
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into the realm of mental sickness—to which 
I had previously given little thought. The 
suffering of the insane in the crowded halls 
of Manhattan State Hospital was more pitia- 
ble, more enduring than aught which I had 
seen as an intern at Bellevue Hospital, with 
its anguished, lethal breathings. These men- 
tally ill were crippled by injuries which could 
not be treated with agents universally effec- 
tive in general medicine and surgery. Quinine 
against malaria would be equally potent with 
a Buddhist or a Baptist, even with the bel- 
ligerent members of the Northern and South- 
ern branches of the Baptist Church. But in 
mental illness conditions exist which require 
special consideration of race, creed, and color 
before they can be even gently touched. Spe- 
cial knowledge in two particulars, at least, is 
necessary for effective treatment—linguistics 
and an understanding of racial heritages. Of 
course, the mere possession of such knowl- 
edge by the psychiatrist does not necessarily 
give him the skill to apply it. He also needs 
a particular quality of character and disposi- 
tion to convey confidence to a broken, suspi- 
cious, or resentful patient. 

Segregation in certain schools that exclude 
pupils of a given race, creed, or economic 
level, or social heritage is apt to react un- 
favorably upon the pupils in fostering false 
self-evaluations and fixations and in stigma- 
tizing children who are not admitted as in- 
ferior or undesirable. Perhaps this position 
may even be extended to the college frater- 
nity, an organization intermediary between a 
group formed to foster friendships among a 
selected few and an exclusive group which 
eliminates possible members because of race, 
creed, or color. Situations from which a per- 
son is pointedly excluded often crystallize 
long-harbored feelings of insurmountable 
prejudice and produce reactions which fall 
within the province of the psychiatrist. Thus 
a half-hearted attempt at suicide followed 
the failure of a Princeton student to be 
elected to one of the more prominent under- 
graduate clubs at the university. 

Of course, such schools, and similar forms 
of selectivity, can persist only because of 
deep-seated feelings on the part of adults 
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(parents) who choose to support them be- 
cause they consider the standards conducive 
to the perpetuation of ideals retained by 
them. They may regard such optional modes 
of social adaptation desirable not only for 
their own good but, and perhaps sincerely, 
for the general welfare of society as a whole: 
for example, that the ruling group should 
consist of an oligarchy of the intelligent. 
Such feelings, handed down from father to 
son, cannot be altered rapidly by legislation. 
The free school system, over a hundred years 
old, has not eliminated private or sectarian 
schools which preserve the beliefs, ethics, and 
moral standards of the parents ; e.g., parents 
unwilling to accept full responsibility are apt 
to choose a progressive school for their off- 
spring, the devout Catholic a parochial school 
or college, thus extending the atmosphere of 
the home to the school. Situations involving 
homogeneity persist in housing in cities where 
segregation is not legalized but determined 
by individual choice, and people move away 
when “‘undesirables”—Japanese, Chinese, or 
the like—infiltrate a “nice” neighborhood. 

The topic on which I wish to focus atten- 
tion is not the merits of legalized segregation, 
such as a red-light district or the proximity 
of churches to saloons, but the therapeutic 
setting which is most advantageous for the 
restoration of persons who are mentally ill 
to social and mental health and the need for 
such provision. In the final analysis, psychi- 
atric therapy aims toward the return of those 
who have drifted from an accepted norm to 
conduct and thinking within a scope of that 
concept. 

May I cite an outstanding example which 
came to my notice, not in any sense of criti- 
cism but because it illustrates the point strik- 
ingly. In the State of New Mexico there is 
a mixed population of Indians, Americans 
of Spanish descent, and Americans popularly 
called Anglos, who have European ancestors 
other than Spanish. Here we find only the 
one state hospital for the insane at Las Vegas. 
The population of the hospital, numbering 
something over 1,100, consists of about 70% 
Spanish-Americans, nearly all Catholics, 
about 25% Anglo-Americans, mostly Prot- 
estants, and 5% native American Indians.’ 


8 The author is indebted to Dr. John P. Howser, 
Clinical Director of New Mexico State Hospital for 
these data. 


The staff of physicians and nurses is al- 
most entirely English-speaking, as are many 
of the attendants. Merely because of lan- 
guage difficulty, it would be almost impos- 
sible for a physician who did not understand 
Spanish, was unfamiliar with the Spanish- 
speaking American’s temperament and social 
heritage handed down for over 300 years, 
and possibly unsympathetic to Catholicism, 
to make a diagnosis and to administer any 
therapy which included linguistic communica- 
tion. In translations the idioms, nuances, and 
finesses of expression, so meaningful to a 
patient, vanish when communicated mechani- 
cally by a third person in a second language. 

The need for a second hospital for the in- 
sane in New Mexico is great, for the over- 
crowding and inaccessibility of Las Vegas 
to certain parts of the state have long been 
matters of concern to civic organizations. 
However, it is likely that should a new hos- 
pital be designated exclusively for Spanish 
and Indians, or Anglos and Indians, staffed 
correspondingly, incensed protestations 
against such segregation might arise from 
each of the three groups concerned—and this 
in the face of the obvious benefits, from the 
psychiatric angle, which such a separation 
might yield. 

It may be advanced that having psy- 
chiatrists of various creeds and nationalities 
selected on that account for services in non- 
sectarian psychiatric institutions—for exam- 
ple, Spanish-speaking physicians to take care 
of Spanish patients in an institution such as 
Las Vegas—would fulfill this need. But this 
alternative would not equate the advantages 
of treatment undertaken in a general setting 
where the patient feels at home, i.¢., in New 
Mexico, a hospital where the food, language, 
and personnel are Catholic Spanish-Ameri- 
can. Indeed, a Spanish-American physician 
might well, unconsciously, feel resentful to 
the Anglo psychiatric patient, now at his 
mercy through illness, because of an inher- 
ited resentment of the conquered to their 
conquerors. A psychiatrist presumably should 
be able to maintain his equanimity and im- 
partiality in the assessment of his patient’s 
psychosocial deviation. However, this is a 
practical impossibility, as has become appar- 
ent with psychoanalysts who have undergone 
prolonged analyses to free them of their 
blind spots and biases. At times, impartial 
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(if there can ever be such a thing) outside 
observers say that all private analysts are defi- 
nitely non-socially minded because their prac- 
tice, based upon fees, places them automati- 
cally in the category of capitalistic thinking. 

Certain groups to which we belong, being 
biologically determined, never change. They 
are: (1) sex, (2) age, and (3) color group- 
ings. The question of separating the first 
group (sex) in hospitalization is never ques- 
tioned and rarely is the second, namely, the 
undesirability of mixing children with adults, 
and more recently, of the ever-growing num- 
ber of old-age psychotics with the average 
adult age group. 

Some may object that segregation in in- 
stitutions wouid tend to perpetuate sectarian- 
ism, which forward-looking people hope will 
ultimately disappear. This criterion often su- 
persedes all others in the mind of minority 
groups. Some years ago the question came 
up in the Committee for Mental Hygiene 
Among Negroes of the impossibility for Ne- 
groes to avail themselves of treatment in the 
best private mental hospitals in the New 
York area. An ever increasing number of 
Negroes, mostly from the fields of amuse- 
ment, literature, and sports, can afford such 
accommodation. Therefore, in line with the 
contention of this presentation, I suggested 
the establishment of an endowed mental hos- 
pital for Negroes with private quarters, simi- 
lar to the one (Hillside Hospital) I had pro- 
posed in 1922 for Jews, which would cater 
to the latter’s linguistic and ritual needs. It 
was based solely upon the opinion that it is 
simpler to achieve a restitution to health 
when the patient’s confidence is gained and 
this is more readily attainable in a setting in 
general sympathy and empathy with his pre- 
vious experiences. However, a Negro mem- 
ber of this committee, a journalist, quietly re- 
plied, “Doctor, others see a different solution 
of the problem”—distinctly indicating the 
exertion of pressure to force a change in the 
position of established white institutions, 
completely misunderstanding the psychiatric 
basis of my proposal. 

It would seem, then, that an institution 
such as the Veterans Hospital at Tuskegee, 
where an all Negro staff of psychiatrists and 
nurses administers treatment to an all Negro 
patient population, serves this particular 
group more efficiently than would be possible 


with a white staff. On the other hand, I 
would be inclined to question the desirability 
of having an exclusively Negro student body 
with an exclusive Negro faculty such as op- 
erates the Tuskegee Institute which adjoins 
the Veterans Hospital. However, the mil- 
lenium is far away and the most that can be 
expected or desired in central Alabama in 
the near future would be a mixed faculty 
membership. 

Psychiatrists, as doctors, treat sick people 
but the depth of such sickness is largely de- 
termined by the degree to which patients de- 
viate from accepted values, standards, or 
norms. Indeed, capacity for adaptation and 
change to current customs may be considered 
an essential characteristic of normalcy. In 
other words, a woman of forty-five who has 
been unable to change her bathing suit from 
one consisting of bloomers, dress, and stock- 
ings to a halter and shorts would be regarded 
as decidedly peculiar. The same might be 
said of nonconformists in broader categories 
such as those persons who espouse commu- 
nism in a democracy or democracy in a com- 
munistic state. To test the validity of this 
idea I asked an intelligent layman what he 
thought of the mental condition of Commu- 
nists in this country and without hesitation 
he replied: “Certainly 75% are very odd 
people, funny people—nuts.” This opinion 
might be easily reversed where a Nazi psy- 
chiatrist selectively limited his practice or 
even accepted Jewish patients in the Ger- 
many of 1936—he would probably have been 
considered very odd, or criminal, or insane. 
There did exist during the Hitler regime 
Nazi psychiatrists, but a psychoanalyst could 
not continue and remain true to psychoana- 
lytic individualism. 

In the matter of racial heritage, the Ameri- 
can Spanish-speaking patients such as I have 
arbitrarily signalled out in New Mexico, and 
here one might substitute the words Negro, 
Mormon, or Chinese, as well as the Seventh 
Day Adventists—a small religious group 
which is native, white, Christian, and English 
speaking, but nevertheless reacts very largely 
as an alien body—are in a handicapped posi- 
tion through a century of exclusion by an 
entrenched majority of neighbors. This has 
engendered defenses which usually only the 
initiated can recognize and sympathetically 
tolerate. 
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Less obvious aspects of the same difficul- 
ties in all mental hospitals come to mind 
and they center around such general prob- 
lems as identification, appersonation, trans- 
ference, positive and negative, and counter- 
transference. By this it should not be 
assumed that Negroes with mental afflictions 
should be treated only in Negro hospitals by 
Negro psychiatrists, children by extremely 
young people, or Catholics, Jews or Episco- 
palians by psychiatrists of their own per- 
suasion. Nevertheless, from a therapeutic 
standpoint, transference in its positive form 
is most likely to be easily established and 
examined (analyzed) between patient and 
hospital and patient and physician if their 
psychological biases do not differ too widely. 
Sometimes the patient has been bitterly dis- 
appointed in his own group (parental set- 
ting). In such instances a psychiatrist with 
a different background may be more effective 
in convincing the patient of the admissibility 
of the position of this group or class, which 
he is attempting to evade by renunciation. The 
fear of the stranger, originating in the young 
child’s feeling of security in the accustomed, 
and need for protection in the face of the 
unfamiliar person or place are almost instinc- 
tive. They are reactivated when in later years 
the individual finds himself thwarted in adap- 
tation to a threatening or incomprehensible 
outer world. This need is perhaps universal 
and in many cases persists and increases in 
old age, when the need for assistance at a 
childlike level returns. 

Mental hospitals differ from other hospi- 
tals in that patients are usually not confined 
to bed and are encouraged to engage in group 
social activities as part of the treatment. Most 
mental patients have experienced difficulty in 
making social contacts under circumstances 
in which they are at home. For that reason 
many private mental hospitals select their pa- 
tients because they offer a social environment 
into which the patient is most likely to fit, 
and such institutions also exercise their op- 
tion of receiving patients who will not be put 
to an additional effort of adapting to an un- 
accustomed setting. Such a homogeneity is 
conducive to social relationships and fosters 
a feeling of tacit acceptance valuable to the 
peace of mind of most mental patients. 

Similar situations exist in outpatient psy- 
chiatric clinics, such as at St. Vincent’s, 


Mount Sinai, and Presbyterian Hospitals in 
New York. The services in each of these in- 
stitutions attract mostly patients—but also 
are staffed by physicians and social workers 
—of the respective theological backgrounds. 
The philosophy of each clinic is inevitably 
determined by specific traditions. 

This topic seems timely, for during the 
past decade scientists and psychoanalysts 
who regard their practice more as a science 
than an art seem less inclined to attack or- 
ganized religion, and theologians are more 
willing to draw from psychiatry “scientific” 
facts which they blend with a particular the- 
ology.* Even a special coloring of psycho- 
analysis might be expected to appear when 
administered in any national or age group, 
or religious setting. This would manifest it- 
self especially in the handling of problems of 
sex and sin, which are so often at the base 
of mental maladjustment. 

The objection may be raised that just this 
type of individual pandering to special groups 
would tend to counteract movements to abol- 
ish distinctions, which are becoming -nore of 
a reality in this country at least. However, 
not only in the United States, but the world 
over, groups are influenced by heritage of 
suspicion and are isolated by language diffi- 
culties which accentuate their mental hazards. 
Until they can accept assimilation, not only 
into their own nation but into the family of 
nations—still only a remote ideal—special 
provision is desirable for those who are badly 
adapted in their own group. 

There comes a time in the process of as- 
similation of alien folk in this country when 
they voluntarily abandon open allegiance to 
their heritage. Often this assumes an over- 
compensatory intensity which may grow into 
such tragic proportions with the second gen- 
eration that it comes to the notice of the psy- 
chiatrist. When this time arrives, the children 
of Italian or Russian parents often develop a 
pointed desire to avoid identification with 
their groups by change of name, religion, or 
residence. 

For people in transition, a hospital such as 
I have mentioned is neither intended nor de- 
signed. It might be a hindrance rather than a 


help to them in their striving to abandon 


4For example, VanderVeldt, James H., and 
Odenwald, Robert P. Psychiatry and Catholicism. 
New York: McGraw-Hill, 1952. 
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old identifications and establish themselves in 
new ones. The option should rest with them 
and they often insist upon it. This would 
also apply to private psychotherapy and one 
of its particular forms, psychoanalysis. Phy- 
sicians whose personalities strongly recall the 
ideals from which the patient is attempting 
to escape and who arouse strong negative 
feelings in the patient during the initial con- 
tact, are usually quickly abandoned by the 
patient. They will seek a doctor whose char- 
acteristics and outlook more nearly corre- 
spond with their own unconscious and con- 
scious strivings. 

If the psychiatrists are psychoanalytically- 
minded, each might find in Freud’s elaborate 
structure certain postulants reflecting the 
tenets of many philosophies and faiths. 
Freud’s pessimistic view is expressed in Civi- 
lization And Its Discontents: “1 can at any 
rate listen without taking umbrage to those 
critics who aver that when one surveys the 
aims of civilization and the means it employs, 
one is bound to conclude that the whole thing 
is not worth the effort... . My courage 
fails me, therefore, at the thought of rising 
up as a prophet before my fellow-men, and I 
bow to their reproach that I have no consola- 
tion to offer them.” This outlook of Freud’s 
is reminiscent of the hopelessness of Calvin- 
istic predestination, and might creep into the 
psychoanalyst’s feeling, reflecting itself in 
passive inactivity. A study group in psycho- 
analysis in a Dominican Order in Montreal 
has been in existence for some years. A 
Catholic psychoanalyst or a psychoanalyti- 
cally informed priest will find in the catharsis 
of psychoanalysis a procedure long success- 
fully employed by their Church in the form 
of confession. They might feel inclined to 
assuage the conflict which includes guilt, and 
thoughts hitherto unconscious, by suggesting 
that the patient receive absolution. Jews, too, 
might find some solace in Freud’s thought 
that one can defend oneself against the 
dreaded outer world only by turning away 
from it, in order to attain security and peace. 

Freud, at least theoretically, was inclined 
to avoid decisions of an ethical or moral na- 
ture in the treatment of social problems 
which enter into all mental illness. He thought 
his function sufficed when the patient has 


5 Freud, Sigmund. Civilization And Its Discon- 
tents, p. 142. London: The Hogarth Press, 1953. 


progressed to a point where he might select 
his course of action uninfluenced by any 
opinion of the psychiatrist. From what I 
know of Freud’s procedure and actual prac- 
tice, he deviated frequently from this sci- 
entific, impersonal conception. The sensitive 
Ferenczi, after 20 years of allegiance to 
Freud, and later other analysts, abandoned 
the cool, passive technique in favor of actual 
encouragement of the patient in one direction 
or the other, giving consideration to moral 
and ethical factors—of course, as he valued 
them. I think it is quite likely that a member 
of the East Indian Psychoanalytic Society 
would apply the Ferenczi technique with a 
very different slant, as would a member of a 
North American Indian Psychoanalytic So- 
ciety, should one ever be formed. 

The object of all psychotherapy is to bring 
about an integration within the individual, 
for the lack of such integration leads the 
individual into difficulties with himself and 
his environment. The concept of an auton- 
omous individual is imaginal. He is con- 
tinually being influenced and changing, awake 
and asleep, through pressures both physical 
and psychical, from within his body and from 
without. The same may be said of the psy- 
choanalytic categories of the mind, the Id, 
the Ego, and the Superego, which in psychi- 
atric discussions of conduct sometimes ap- 
pear to be regarded as almost autonomous. 
These categories, like the individual, are al- 
ways in flux. 

The thesis of this paper has been that the 
integration of the mentally disturbed individ- 
ual can best be achieved if he is treated by 
one of those who understand his motivations, 
rather than by one considered expert in a 
particular form of mental illness. If both can 
be combined in the same individual, we 
approach the ideal. With his mental equi- 
librium re-established, the patient can more 
readily readapt himself to the group in 
which he is placed by time of his birth, 
color, or locality. Therefore it seems probable 
that for many years there will be a place for 
the selective mental hospital which serves a 
distinct need. In time it too may follow the 
pathway of the individuals for whom it was 
originally planned, adjusting itself to the 
ideation and customs of the majority to 
which it usually eventually yields. 
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RELIGION, NATIONAL ORIGIN, IMMIGRATION, AND 
MENTAL ILLNESS * 


BERTRAM H. ROBERTS, M.D., ann JEROME K. MYERS, Pu. D.? 
New Haven, Conn. 


In the midst of the current dynamic orien- 
tation in psychiatric theory, the investigators 
in this study have reapproached some of the 
major social variables that have been part 
of the basic etiological data of clinical psy- 
chiatry. These are long-standing regularities 
which must either be included in psychody- 
namic theory or dismissed as artefacts. The 
distribution of mental illness among religious 
and nationality groups is a subject of special 
interest since these factors undoubtedly 
create a great deal of personal conflict. 
People still tend to type themselves according 
to these labels even though this form of dif- 
ferentiation is very much discredited in the 
American ideology. Beyond this rejection 
based upon our system of values the scien- 
tist cannot disregard certain empirical find- 
ings in the distribution of mental illness 
which have turned up with considerable 
regularity. 

It has been pointed out in previous studies 
that the diagnostic categories of mental ill- 
ness are not proportionately distributed 
among the religious and nationality groups ; 
also, that immigration into the United States 
has a determining effect upon the occurrence 
of mental illness. Most of the preceding in- 
vestigations have dealt with the numbers of 
first admissions to mental hospitals(2, 6, 7). 
There have also been surveys of Selective 
Service examinations which represent ran- 
dom samples of the male population within 
certain age limits(4). In this study, we have 
examined the distribution of psychiatric ill- 
ness according to religion, national origin, 
and immigration in an urban center with a 


1 Read at the 109th annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif. 
May 4-8, 1953. 

2 From the Yale University Departments of Psy- 
chiatry and Sociology, aided by USPHS Mental 
Health Act Grant MH 263 (R), “Relationship of 
Psychiatric Disorder te Social Structure.” Also 
participating in this research were F. C. Redlich, 
A. B. Hollingshead, H. A. Robinson, and L. Z. 
Freedman. 


population of approximately 250,000. Since 
the previous studies were carried out 10 to 30 
years ago, our findings can be expected to re- 
flect some of the trends brought about by 
advancement in psychiatric treatment and 
also some of the effects of changing social 
conditions. 


DESIGN OF THE SURVEY 


A survey was made of all patients with 
residence in the metropolitan area of New 
Haven under the treatment of a psychiatrist 
on December 1, 1950. For each patient a 
schedule was addressed to his psychiatrist or 
filled out from his record in a mental hospi- 
tal or outpatient clinic. The effort to cover 
the entire population under psychiatric treat- 
ment on this particular date involved contact- 
ing all the practitioners, clinics, and hospitals 
in the state and nearby regions, as well as 
national hospitals treating New Haven pa- 
tients. In the total, 1,963 cases were found 
with 1,393 located in public hospitals, 37 in 
private hospitals, 159 in clinics, and 374 
being treated by private practitioners. 

A direct inquiry was made about the pa- 
tient’s place of birth, rearing, and religion ; 
also the nationality of his parents in order 
to determine his national origin. The psy- 
chiatric diagnosis proposed by the practi- 
tioner or the record was converted into the 
Veterans Administration diagnostic scheme 
after agreement with the opinion of members 
of our psychiatric team.’ Since consensus 
was difficult in certain of the subcategories, 
the differences were resolved by combining 
the subcategories under a more general head- 
ing. This was necessary for the psychoneu- 
rotic, psychosomatic, and character disorders. 
Alcohol and drug addictions were grouped 
together as were the affective disorders and 
the illnesses of senescence. The small num- 
ber of organic mental illnesses necessitated 


8 Adapted from the Veterans Administration No- 
menclature: TB 10A-78. 
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RELIGION, NATIONAL ORIGIN, IMMIGRATION AND MENTAL ILLNESS 


TABLE 1 


DISTRIBUTION OF PSYCHIATRIC AND GENERAL PopuLATION ACCORDING TO DIAGNOSIS 
AND REticious AFFILIATION 


Catholic 


Protestant J ewish 


General population 


Total psychiatric population 

Psychoneurotic and character dis- 
order 

Alcohol and drug addiction 
Schizophrenia 
Affective disorders 
Psychosis with mental deficiency... 
Disorders of senescence 
Epilepsy 
Other organic 


their inclusion under one heading. The 
final form of the diagnostic scheme which 
has been carried through the entire study is 
presented in Table 1. 


FINDINGS 


Religion and Mental Illness —The analy- 
sis of the population broken down into the 
3 major religious groupings is shown in 
Table 1. Comparison of this psychiatric 
population with a control group consisting 
of a 5% systematic sample of the general 
population reveals a significant statistical 
difference in the distribution of total men- 
tal illness, the psychoneurotic disorders, 
and alcohol and drug addiction among the 
religious groups.* In addition, significance 
is approached in the distribution of the or- 
ganic illnesses. However, it was found that 
schizophrenia, the affective disorders, psy- 
chosis with mental deficiency and illnesses of 
senescence were distributed in the same pro- 
portiovs as in the general population. Since 
it was found in a previous analysis that social 
class is also a determining factor in the dis- 
tribution of mental illness, this possibility 
was checked in all of the significant findings 
in this study(8). This was of importance in 
the finding that psychoneurotic disorder 
among Jews was 2} times above expectation. 
Our check brought out that social class ac- 
counted for this skewed religious distribution 
in the lowest socio-economic level ; however, 
only 10% of the neurotic patients were in 


#The Chi Square test for difference was utilized 
in all calculations in this paper and signifjcance is 
defined at the .05 level, although in most cases it 
was less than .or. 


% “No. % 
57-5 9.5 
57.0 12.0 
46.2 24.0 
0.0 
60. 9.7 
55.1 10.9 
61.5 
55-9 8 
71. J I 2. 
53. 2 2 


this level. The Catholic group was found to 
be inordinately high for alcohol and drug 
addiction, and it is remarkable that there 
were no Jews with this form of illness. So- 
cial class was of no importance in this 
instance. 

Our findings have been compared with 
those of Malzberg and Dayton, using first 
hospital admissions(2, 6). As would be ex- 
pected, our rates were higher for psycho- 
neurotic disorders since we had included am- 
bulatory patients. In all cther categories our 
findings are substantially the same as those 
of other investigators. In contrast to what is 
stated in 2 textbooks of psychiatry(3, 9), 
we did not find a higher rate of affective dis- 
orders among Jews. This observation was 
also made by Malzberg(5) in 1930. 

National Origin and Mental Illness —The 
response to the question regarding national 
origin cannot be taken as an entirely valid 
indication of nationality. It is merely the 
respondent’s subjective impression of the 
patient’s origin. Since our data on this item 
were crudely defined, analysis was limited to 
4 categories representing relatively distinct 
groups—the Irish, Italian, Negro, and Jew- 
ish.’ As national origin of the parents dif- 
fered in only 10% of the cases, that of the 
father was used as the index. As there are 
no general population figures dealing with 
national origin, it was necessary to compare 
the distribution of diagnoses within each 
nationality group (See Table 2). 

Significant differences were found in the 


distribution of mental illness among these 4 


5 Negroes are included although strictly speaking 
they represent a racial group. 
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TABLE 2 


DISTRIBUTION OF PsyCHIATRIC PoPpULATION ACCORDING TO SELECTED ETHNIC GROUPS 
AND DIAGNOsIS 


Irish 
No. 


Psychoneurotic and character dis- 
orders 

Alcohol and drug addictions 

Schizophrenia 

Affective disorders 


groups. Within the individual groups Jews 
were high for psychoneurotic disorder (Ta- 
ble 1). The Italians were low for alcohol and 
drug addiction while the Irish were high. 
Clearly the high rate of alcoholism among 
Catholics mentioned previously actually is to 
be found in the Irish group since these 2 
nationalities make up the majority of Catho- 
lics in this city. A unique finding is that 
Negroes were extremely low in their propor- 
tion of affective disorders(10). Six of the 8 
Negroes with organic disease had general 
paresis ; however, this represents a dramatic 
decline in total numbers in comparison with 
earlier studies(2, 6). All other findings are 
substantially the same as previously pre- 
sented. 

Immigration and Mental IIlness.—Since 
immigration into the United States has been 
very low during the last 2 decades, the aver- 
age age of the foreign-born population is 
considerably higher than the native-born. 
For this reason, analysis was limited to a 
comparison of the psychiatric and general 
population over 21 years of age.* These find- 
ings are presented in Table 3. There is a sig- 
nificant difference in the distribution of na- 
tive- and foreign-born with a higher propor- 
tion of foreign-born in the total psychiatric 
population and in the diagnostic categories of 
affective disorder, illnesses of senescence, 
and the organic illnesses. A significantly 
higher occurrence of psychoneurosis is found 
among the native-born. In the remaining 
diagnostic categories there are no significant 
differences between the native- and foreign- 


6 The data on the country of birth of the general 
population were obtained in 1950 United States Cen- 
sus reports. 


Italian Jewish Negro 


born. The similarity between these findings 
and those of Dayton(2) is remarkable if 
neurosis is excluded from the computation. 

The foreign-born population was broken 
down into specific national groups (Table 4). 
It was found that the Italians were high for 
affective disorders and illnesses of senes- 
cence. The Irish were high for illnesses of 
senescence and the addictions but devoid of 
any psychoneurotic disorders. Northwest 
Europe was high for illnesses of senescence ; 
Poland and Russia for affective disorders 
and schizophrenia. These findings show the 
same relative trend reported by other inves- 
tigators. 


GENERAL DISCUSSION 


It is important to note that this survey is 
not a true prevalency study of psychiatric 
illness: it is limited to those people with 
mental illness who are under the treatment 


TABLE 3 


DISTRIBUTION OF PSYCHIATRIC AND GENERAL Pop- 
ULATION, 21 YEARS OF AGE AND OVER, BY 
Nativity AND PsycHIATRIC DIAGNOSIS 
Foreign-Born 


Native-Born 
A 


“No. % ‘No. % 


General population.... 135,568 79.5 34,900 20.5 


Total psychiatric popu- 

lation 77.0 
Psychoneurotic 

character disorders. 68 
Alcohol d 

addictions 14.6 
Schizophrenia 76. 23.1 
Affective disorders. . 34.6 
Psychosis with men- 

tal deficiency 
Disorders of 


23.0 


15.2 


318 


senes- 


| 
No. % No. % No. % art | 
50 15.5 93 23-4 98 439 10 ILI Mite 
35 10.9 3 oo 8 8.9 
| 153 47.5 192 4-4 81 36.3 50 55.6 A 
32 35 8. 17 76 I 
Psychosis with mental deficiency..... 12 3.7 2I 5.3 12 5.4 3 3.3 On 
Disorders of senescence ............ 42 130 36 9. 
Total 322 99.9 307 100.3 223 99.9 90 100.0 
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TABLE 4 


DISTRIBUTION OF PSYCHIATRIC AND GENERAL POPULATION, 21 YEARS OF AGE AND Over, BY COUNTRY 
oF BrrtH AND PsycHIATRIC DIAGNOSIS 


No. 
General population © 3,357 


Total psychiatric population... 135 

Psychoneurotic and charac- 
ter disorder 

Alcohol and drug addictions. 

Schizophrenia 

Affective disorders 

Psychosis with mental de- 
ficiency 

Disorders of senescence.... 

Epilepsy 

Other organic 


of a psychiatrist. It would be inaccurate to 
infer that the distribution found here is a 
direct reflection of what might be found if 
the community were surveyed on a random 
door-to-door basis since the present findings 
refer to a selected population. It is therefore 
necessary to speculate on factors that might 
differentiate this psychiatric population from 
such a prevalency sample. For example, 
there may be significant differences among 
the religious and nationality groups in their 
recognition of psychiatric symptoms. A sim- 
ilar exclusion from psychiatric treatment 
would arise from a difference between the 
cultural groups with regard to their accept- 
ance of psychiatry as the optimal treatment 
for mental symptoms. These general impli- 
cations of this treated prevalency sample 
must be held in mind in reviewing the details 
of this study. 

The negative findings are of some interest ; 
for example the social variables under con- 
sideration had no effect on the distribution 
of schizophrenia or psychosis with mental 
deficiency. Among the positive findings this 
investigation showed an increased frequency 
of psychoneurotic disorders. Part of this can 
be immediately credited to the inclusion of 
ambulatory patients. The acceptance of psy- 
chiatry and psychotherapeutic treatment, 
however, is undoubtedly a growing trend in 
the United States. As a new development 
requiring some informed intellectual compre- 
hension, it would be expected that the better 
educated would have first exoosure to the 
trend. This would explain the higher rate of 
psychoneurotic disorder among the native- 


N.W. - Native 
Italy Ireland Europe i Born 


%® No % No. 


2.0 5,723 3.4 7,252 4.3 3.0 135,568 
2.9 5:5 
0.0 
4.9 
2.8 
3.2 


0.0 
8.8 
2.9 
3.0 


born who have reached a higher educational 
level. 

It is our opinion that the acceptance of psy- 
chiatry probably accounts for the inordi- 
nately high rate of psychoneurosis among 
Jews. The explanation for this must be con- 
sidered in terms of the ethnic structure and 
the tradition of the Jewish group in addition 
to its religious organization. Among Jews it 
is generally accepted that there is no conflict 
between religious doctrine and psychoana- 
lytic theory. This is in contrast to a partially 
supported opposition among Catholics. From 
the standpoint of community attitude, the 
Jews exhibit a high level of acceptance of 
psychoanalytic psychiatry with a minimum 
of disturbance of their social values. The 
Jewish attitude is widely divergent from the 
Irish as is substantiated by our finding that 
not a single patient of Irish birth was receiv- 
ing psychotherapy for psychoneurosis. Al- 
though this explanation of the rates of psy- 
choneurosis in terms of the acceptance of 
modern psychiatry appears plausible, we can- 
not definitely state that the actual occurence 
of the illness is not higher among Jews. 

In this study there was found a general 
diminution in organic mental disease. Prob- 
ably this is due to the fact that general pare- 
sis is a vanishing clinical entity as a result of 
improved chemotherapy. This trend also is 
dependent upon an enlightened acceptance of 
modern medicine. Our findings show that 
this has particularly benefitted the Negro 
group. Considering the mental illnesses of 
senescence among foreign-born, it would be 
our speculation that this might be explained 


76 77.0 
1.5 932 
1.2 4 5-4 
6.7 33 76.9 
ee 16.0 5 65.4 
ate 7.6 0 I 1.3 I 13 5.1 67 848 
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by the specific type of deficiency caused by 
this illness. The loss of recent memory 
erases the skill, learned later in life, essen- 
tial to an adjustment in the American cul- 
ture. This would create a more prevading 
difficulty for those who have immigrated to 
this country than for those reared in its 
practices. 

The high rate of alcoholism among the 
Irish population and its absence among Jews 
has repeatedly been found(1). If this find- 
ing is compared with the rates of psychoneu- 
rosis it appears that there is some kind of 
cultural determination in the formation of 
symptoms. This poses a challenging question 
to the conceptual framework of psychody- 
namic theory. A second finding of similar 
challenge is in the distribution of affective 
disorder. This illness was found to be higher 
among the foreign-born and apparently of 
diminishing frequency in the Jewish group. 
The trend in affective illness, which is one of 
the major forms of psychosis, is not easily 
explained in terms of our knowledge of 
etiological factors. 

The explanation for these cultural psycho- 
logical phenomena must be in terms of the 
manner in which the external environment 
impinges upon the psychological mechanism. 
There are two important junctures at which 
this is conceived to occur. The first is the 
manner in which social factors color the 
childhood experiences, and the second is in 
terms of the ego’s reaction to external reality. 
The conception of the ego’s relationship with 
external reality implies its capacity to control 
the social manifestations of internal impulses 
in deference to externai pressures. Just as 
behavior is modified in this way, it can be 
expected that neurotic symptoms which are 
also interpersonal communications will be in- 
fluenced by social pressures. There is consid- 
erable acceptance by the Irish of alcohol as 
a means of tension relaxation. From the 
psychodynamic standpoint, it is remarkable 
that the Irish can find an outlet for many 
diverse forms of psychic conflict in this sin- 
gle form of escape. On the other hand, the 
Jewish disapproval of inebriety precludes 
this means for the Jewish neurotic. Our 
findings represent an example of cultural 
conditions expressing a suppressive and dis- 
placing effect upon the symptomatic mani- 
festations of psychic disorder. 


To explain the distribution of affective 
disorder we must seek it in the direction of 
the developmental process. According to 
psychoanalytic theory, the affective illness is 
based upon a fixation in the first four years 
of life. Hence, if social forces have some 
effect upon the formation of this illness, it 
must be that they are brought to bear upon 
the dynamics of the family. More concretely, 
this would mean the role and responsibility 
assumed by various members of the family 
and the quality of the parent-child relation- 
ship. If this is the case, it is conceivable that 
since the American family structure differs 
from the European there would be a different 
etiological force operating to produce affec- 
tive illness. This is plausible since early child- 
hood experience in America differs from 
other cultures. It has been suggested else- 
where that the accentuation of feeding has 
been an important factor in the causation of 
affective illness among Jews. The accultura- 
tion of the Jewish family to America has 
tended to play down this practice. We can 
only speculate that such changes as these 
operating within the family dynamics have 
brought about the diminution of affective ill- 
ness among Jews and native-born Americans. 


SUMMARY 


A survey of the prevalency of patients 
with mental illness who were under treat- 
ment in New Haven was analyzed according 
to religion, national origin, and immigrational 
status. It was found that psychoneurotic 
disorders were more frequent among Jews 
whereas the rate of affective disorder in this 
group had fallen to the average of the pop- 
ulation. Alcoholism is most prevalent among 
the Irish Catholics. There has been a general 
fall in the rate of organic mental disease, 
particularly in that of general paresis among 
Negroes. The illness of senescence and the 
affective illnesses are higher in the foreign- 
born while psychoneurotic disorders are 
more frequent in the native-born. Schizo- 
phrenia and psychosis with mental deficiency 
are not related to the social variables. 

Comparisons were made between these 
findings and previous studies. Speculative 
explanations are offered to explain the trends 
and disproportions. 
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DISCUSSION 


R. Burke Svuitt, M.D., Durham, N. C.—It 
is interesting and informative to learn the results 
of the well-planned, carefully conducted, and clearly 
reported survey which Dr. Roberts and Dr. Myers 
have just given us. It seems to me that the 
paper confirms the traditional consequences of na- 
tional or racial identity and of religious affiliation, 
and obligates us to attempi to understand the opera- 
tion of these variables in a better fashion from indi- 
vidual case study, even though this is neither fash- 
ionable nor popular at the moment. The factor of 
intensity and consistency in the religious climate 
of the home during childhood might be assumed to 
have greater effect upon an individual’s future need 
of psychiatric treatment than the religious affilia- 
tion in adult life. 

The range of Protestant denominations seems too 
broad to be characterized, except as a non-Catholic 


and non-Jewish group. An Episcopalian’s religious 
background—for all of its possible range—like his 
spiritual practices, has little in common with that 
of his Baptist neighbor. The personal significance 
of changing from one to another religious affiliation, 
as either a time-consuming and deeply disturbing 
process or as a casual and convenient event, could 
scarcely emerge from a study of this scope but does 
deserve mention because it has received so little 
quantitative appraisal either in the course of healthy 
adjustment or in the development of a mental 
illness, 

The individual’s religious conformity to his de- 
nomination’s demands, if active, does tell us some- 
thing of his defenses, and of their limitations. The 
abreactive effects—be they illness-masking, prevent- 
ing, or healing—of snake handling cults are scarcely 
approached in more conventional means of worship. 
The ready cooperation afforded a psychiatric inves- 
tigator and his clinical photographer in a candidly 
stated objective to study such a cult in action sug- 
gests that the seriously interested psychiatrist is 
more welcome than might be supposed in a variety 
of religious exercises. 

The findings of a low incidence of affective dis- 
orders among Negroes in the urban population em- 
ployed in this study may have been anticipated in 
the remarks of a deceased colleague. He pointed out 
that in his years as the superintendent of a large 
hospital receiving essentially rural psychotic Negro 
patients suicidal risks were negligible. This special 
search for a depressive equivalent comparable to the 
distinct modification found among the Japanese, 
made more recently by a contemporary psychiatrist, 
was rewarding to but a limited degree. In the same 
way, analysis of the psychoses among the Kenya 
Africans failed to show either the incidence or 
typicality of affective disorders as known in Anglo- 
Saxons. This study called especial attention to cul- 
tural differences operating in the two groups and 
safely referred to early childhood influences of di- 
verse sorts. 

The authors of this paper are to be congratulated 
upon correctly predicting changes from prior similar 
surveys. I feel that we are especially indebted to 
them for showing us that we are dealing with some 
differences that may have escaped understanding 
and for the inference that these differences will be- 
come more comprehensible as we sharpen our 
awareness of the importance of national and reli- 
gious influences and their greater importance in 
formative childhood experience than in adult life 
in the present American scene. 
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EVALUATION OF CARBON DIOXIDE INHALATION THERAPY ? 
JOHN D. MORIARTY, M.D., Los Ancgtes, Cauir. 


It has now been almost 6 years since Me- 
duna published a preliminary report of his 
research on the use of CO, inhalation treat- 
ments for various types of nervous disorders. 
It has been almost 3 years since his complete 
monograph was published. Surprisingly 
enough, only relatively few articles on this 
treatment have appeared in the American 
literature. However, there are sufficient clin- 
ical and experimental data now available to 
form the basis for fairly extensive evalua- 
tion. 

Meduna has used CO, inhalation therapy 
as a pharmacodynamic therapy and has pur- 
posely avoided administering psychotherapy 
along with it. Probably most psychiatrists, 
including the author, have found it advan- 
tageous to combine psychotherapy with the 
chemical treatment. 

Most of the reports in the literature de- 
scribe favorable results with CO, therapy (1- 
11). In one brief report(12) describing un- 


impressive results it was apparent that the 
method was being used improperly. This re- 
port stated that only 6 of the 33 patients con- 
sistently lost consciousness with the CO, 
inhalations, although Meduna has specified 
that loss of consciousness is essential to the 
therapeutic process. 


INDICATIONS 


The present author has employed CO, 
therapy as an office procedure and, occasion- 
ally, as a sanitarium treatment for about 4 
years, administering a total of approximately 
7,500 treatments to 290 patients. The psy- 
chiatric syndromes most suitable for this 
treatment are: anxiety states, phobic reac- 
tions, some types of character neuroses, and 
certain ill-defined chronic tension states with 
irritability and a tendency toward explosive 
outbursts. The response in patients with psy- 
chosomatic problems such as spastic colitis 
and migraine headaches is often surprisingly 
good. Some alcoholic patients with strong 


1 Read at the rooth Annual Meeting of The 
American Psychiatric Association, Los Angeles, 
Calif., May 4-8, 1953. 


psychoneurotic features and occasionally a 
passive type of homosexual may show favor- 
able reactions to this treatment. On the other 
hand, individuals with conversion hysteria or 
fairly pronounced depressive or schizoid fea- 
tures generally show a poorer response. As 
may be inferred, the therapeutic effects of 
CO, inhalations are very probably mediated 
through some fundamental mechanism that 
cuts across diagnostic boundaries which, in 
psychiatry, are rather ill defined at best. 
However, in the major psychoses and in 
firmly established obsessive-compulsive states 
CO, treatment is usually of no lasting bene- 
fit. The primary application of the therapy 
is to neuroses and psychosomatic conditions. 


TECHNIQUE 


It is my practice to administer 30% carbon 
dioxide and 70% oxygen to the count of 10 
and then progressively increase the concen- 
tration of CO, by adding straight CO, to the 
breathing bag mixture via a Y-tube hookup. 
This reduces the period of hyperpnea and 
takes the patient to a satisfactory level of 
CO, coma rather quickly. In the series of 
treatments given an individual patient, the 
number of inhalations may be varied to 
probe different levels of unconsciousness and 
to find the most satisfactory depth for the 
particular patient. This approach is particu- 
larly useful for correlation with and facili- 
tation of a modified form of analytic psycho- 
therapy, including some of the techniques 
of “psychopenetration” described by Wil- 
cox (6). 


PRECAUTIONS 


The somatic complications of carbon diox- 
ide therapy are astonishingly infrequent. 
None of significance has occurred to date in 
my series of 7,500 treatments. Incidentally, 
pregnancy is not a contraindication as there 
is no oxygen deprivation during the treat- 
ment, and I have treated successfully 6 pa- 
tients throughout pregnancy, including one 
case with associated ulcerative colitis. 


765 


: 
=. 
4 
. 
: 
= = 
| 
aa 
2 
= 
“| 
4 


766 


EVALUATION OF CARBON DIOXIDE INHALATION THERAPY 


[Apr. 


On the other hand, the potential psychia- 
tric complications are important. These in- 
clude an increase in anxiety to the point 
where the patient feels an impending loss of 
control and/or the release of emotionally 
charged “material” from the unconscious 
that may overwhelm his defenses and possi- 
bly precipitate a psychotic breakdown. How- 
ever, when given by a psychiatrist skilled in 
the procedure these complications can usually 
be avoided without too much difficulty. 
Rarely is it necessary to switch the patient 
to electrocoma therapy. 


REACTIONS DURING PROCEDURE 


During the inhalation of high concentra- 
tions of CO, a temporary alteration of al- 
most every nervous activity is produced, as 
fully described in previous reports(4, 5, 10, 
13). In general there is an inhibition of the 
higher (cortical) centers and a release of the 
lower (brain stem) centers. Inhibition oc- 
curs in reverse order of the phylogenetic 
development of the functional levels of the 
nervous system, the most recently acquired 
centers succumbing first. 


HEALING MECHANISMS 


From a neurophysiologic point of view 
the theoretical basis for the therapeutic effect 
of CO, on nervous disorders has been exten- 
sively discussed by Meduna(4). The exten- 
sive research of Lorente de No on nerve 
physiology(14) has demonstrated that the 
action of CO, is: (1) to raise the threshold 
of stimulation of the nerve cell, (2) to de- 
crease the speed of conduction of impulses 
along the nerve, and (3) to increase the 
height and prolong the duration of the action 
potential. Lorente de No has shown that all 
3 effects are due to the action of CQO, in 
raising the resting membrane potential of the 
nerve, the increases being roughly propor- 
tional to the logarithmic concentration of the 
gas. The central effects of CO, include, in 
addition to the release of the lower brain 
centers from inhibition by the higher centers, 
a marked increase in cerebral blood flow and 
an increased oxygenation of the tissues. The 
neurophysiologic and biochemical basis for 
the curative effects of CO, would seem to be 
a breaking up of pathologic reverberating 


circuits in the nervous system and a conse- 
quent tendency toward restoration of homeo- 
stasis. My clinical experience tends to 
confirm that CO, therapy works partly 
through biochemical and neurophysiologic 
mechanisms. 

However, the effect of CO, in producing 
abreaction of repressed emotional “material” 
is exceedingly important. When this effect 
is integrated with modified analytic psycho- 
therapy the total healing process is enhanced. 
It is interesting that sometimes abreaction of 
repressed “material” does not occur until the 
patient has had 50 or more treatments. In 
my experience the effects of CO, that can be 
attributed to suggestion are minimal and 
transient. 


INTEGRATION WITH PSYCHOTHERAPY 


It is my practice to integrate psychother- 
apeutic procedures with the CO, inhalation 
treatment whenever possible. In patients 
who show abreactions during and following 
inhalation of the gas, psychotherapy is of 
course most pertinent. Thus, certain patients 
have vivid dreams or richly colored fantasies, 
either while losing consciousness or during 
the waking-up stage. Some of these subjec- 
tive experiences give a very clear clue to 
some of the deeper emotional conflicts. For 
example, one patient with a problem of pre- 
mature ejaculation repeatedly had extensive 
CO, dreams in which his penis was being 
mutilated or cut off. On other occasions the 
same patient dreamed he was being smoth- 
ered by an octopus-like female figure resem- 
bling his mother. This patient had had some 
superficial intellectual understanding of the 
nature of his problem, but the rise of vivid 
feelings from the deeper levels of the uncon- 
scious helped produce a real increase in 
awareness and a beginning of “emotional in- 
sight.” 

Some patients, particularly those with 
marked anxiety and phobic reactions, are 
unable to take the CO, treatment unless sup- 
portive psychotherapy and reassurance are 
given simultaneously. Their relatively weak 
ego structure makes them feel that they are 
in imminent danger of being overwhelmed 
by the feelings released by the gas. They, 
even more than other patients, associate the 
hyperpnea produced by the CO, with the 
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choking sensation of their anxiety. This is 
particularly true if the period of intermediate 
consciousness following cessation of the 
breathing of the gas tends to be prolonged— 
that is, if a feeling of being “‘still under” 
persists for 15 to 20 seconds after they have 
seemingly awakened. On the other hand, 
the psychiatrist can sometimes turn this re- 
action to good advantage if he is able to get 
the patient to realize that it is his own buried 
feelings that he is afraid of. Sometimes it is 
necessary to give very light, or subcoma, 
treatments to work the patient through this 
stage. 

In contrast, about one-third of the pa- 
tients treated with CO, show very little 
overt release of tension and remember no 
dream and no change in feeling tone during 
the procedure. However, many show a 
steady, progressive decrease in anxiety, and 
in other prominent symptoms. In such cases 
very little formal psychotherapy need be em- 
ployed, except perhaps in the way of reeduca- 
tion. It is apparent, therefore, that one must 
be flexible in the manner and type of psycho- 
therapy used in conjunction with the inhala- 
tion treatments. 


SUBJECTIVE EXPERIENCES WITH CO2 INHAL- 
ATIONS 


Wilcox(6) has demonstrated that if the 
therapist himself take at least a brief series 
of CO, inhalation treatments, his awareness 
of the nonverbal feelings and reactions ex- 
perienced by his patients will be increased. 
This improves his insight into some of the 
unconscious mechanisms brought to light in 
the patient by the treatment, sometimes in 
pretty much disguised form. The author’s 
personal experience confirms the thesis that 
it is desirable for the therapist to acquire an 
intimate “feel” of the effects of CO2. 

My first inhalation treatment, adminis- 
tered by an anesthesiologist, brought sharply 
into focus certain subconscious and precon- 
scious feelings and brought about some tem- 
porary alteration in feeling tone of a not 
unpleasurable nature. Subsequent inhalation 
brought further clarification of some of these 
buried feelings and greatly enhanced my abil- 
ity to communicate with the patients about 
similar feelings which may puzzle or startle 


them, and which they might not otherwise 
be able to discuss. 


RESULTS 


It is difficult to evaluate precisely clinical 
results in a rather heterogenous group of 
psychiatric disorders, especially when most 
of the patients have been sick for many years. 
The following analysis of results represents 
evaluation of the first 100 patients treated in 
this study with a follow-up of 12 to 18 
months. In general, the results in these first 
100 patients coincide quite closely with the 
results in the total series of 290 patients. 
For purposes of classification the 100 pa- 
tients are divided into 3 groups: Much Im- 
proved—42 ; Improved—2g ; and Unimproved-— 
19. Criteria for classification of “Much 
Improved” included complete or nearly com- 
plete disappearance of symptoms, significant 
increase in capacity for functioning at work 
and at home, and adequate insight by the 
patient into the nature of his problem. Cri- 
teria for labeling the patient “Improved” in- 
cluded at least 50% reduction in severity of 
symptoms, significant improvement in feel- 
ing tone, and some insight into the problem. 
In the “Unimproved” group were listed those 
patients who either did not show a satis- 
factory response or did not maintain their 
improvement. This included 2 depressed pa- 
tients who later responded quite satisfacto- 
rily to electroshock therapy. Interestingly 
enough, several of the patients showed a fa- 
vorable response in terms of one condition 
(e.g., migraine headache) whereas the re- 
sponse for some other concurrent condition 
(e.g., phobic reaction) was less favorable or 
unsatisfactory. Table 1 indicates the results 
by diagnostic groups and the range in num- 
ber of treatments. 

Patients with anxiety states and phobic 
reactions showed a generally good response, 
as did those with character neuroses. The 
alcoholic patients included in the fourth cat- 
egory were those with a rather prominent 
degree of neurosis, usually of the anxiety 
type. The small group of homosexual pa- 
tients showed improvement in some of their 
emotional tensions but not too much change 
in the basic psychosexual make-up. The 
small group with conversion hysteria did not 
respond too well, thus supporting the infer- 
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TABLE 1 
Noso.tocic Groups 


Much 


Improved 


Anxiety Neuroses and Phobic Reactions—48 20 
patients 

Character Neuroses—27 patients 

Psychosomatic Reactions—14 patients 

Alcoholics—1o patients 

Homosexuals—4 patients 

Depressive Reactions—3 patients 

Conversion Hysterias—6 patients 


Improved Unimproved 
23 


Note: Twelve of the patients were listed in 2 different diagnostic groups simultaneously—e.g., 


“anxiety neurosis” and “alcoholic.” 


ence that the effects of the treatment are not 
primarily due to suggestion. For the 100 
patients the total number of CO, treatment 
sessions was 2,534, but many received 2 or 
occasionally 3 treatments at certain sessions. 
In comparing the 3 groups it is interesting 
that the median average number of treat- 
ments in all 3 classes—“Much Improved,” 
“Improved,” and “Unimproved”—was sur- 
prisingly similar(21, 20, and 18, respec- 
tively). 

Some patients showed a favorable response 
with as few as 8 treatments while others re- 
quired over 100 for satisfactory results. Be- 
cause of his not infrequent apprehension 
it has sometimes been difficult to get the pa- 
tient to take an adequate number of treat- 
ments. This fear of treatment usually repre- 
sents an externalization of his own anxiety 
and can often be satisfactorily handled by 
psychotherapy. 


SUMMARY 


CO, inhalation therapy produces favorable 
effects in a variety of neuroses and psycho- 
somatic conditions, especially in anxiety 
states, phobic reactions, certain ill defined 
tension states, and conditions like spastic 
colitis and migraine headaches. It cuts across 
diagnostic boundaries, but is of little value in 
psychoses and firmly established obsessive- 
compulsive states. CO, therapy lends itself 
peculiarly well to correlation with and facili- 
tation of psychotherapy of the modified ana- 
lytic type. 

Healing mechanisms are not too clearly 
understood, but a breaking up of pathologic 
reverberating circuits in the nervous system 
seems to be an important action of CO,. 


Perhaps equally important is the abreaction 
of repressed emotional “material” that tends 
to be released by the inhibition of the higher 
cortical centers during the inhalations. The 
suggestive effects of CO, are minimal and 
transient and play little part in the healing 
process. 

As a rule it is desirable for the therapist 
himself to undergo at least a brief series of 
CO, inhalation treatments. The subjective ex- 
periences so produced sharpen his awareness 
of the preverbal feelings that are often re- 
leased by the action of the gas and greatly 
enhance his capacity to aid the patient in 
coming to grips with unconscious feelings 
brought close to the surface toward the end 
of the treatment. 

Over a 4-year period a total of about 7,500 
CO, treatments have been administered by 
the author to a series of 290 patients. Evalu- 
ation of the clinical results of the first 100 
patients, who seem representative of the total 
group, reveals that 42% may be classified as 
“Much Improved,” 39% as “Improved,” and 
19% as “Unimproved.” 

CO, narcosis therapy may thus be con- 
sidered an important method of treatment 
for various types of neuroses and psycho- 
somatic conditions. In many cases it is of 
therapeutic benefit by itself, but usually it is 
most effective when integrated with psycho- 
therapy. 
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DISCUSSION 


Dr Avsert A. LAVerne (New York City).— 
Since Dr. Moriarty reports on experimental or 
treated cases only and describes no formal control 
studies, it is difficult to evaluate his results with 
scientific accuracy. 

He utilizes psychotherapeutic procedure with CO, 
therapy in the majority of his 66 reported cases. 
Accordingly the title of his paper should more ap- 
propriately be, An Evaluation of Psychotherapy 
with Ancillary Carbon Dioxide Therapy, rather 
than, An Evaluation of Carbon Dioxide Therapy. 
In other words, it is not possible from Dr. Mori- 
arty’s reported study to evaluate quantitatively the 
clinical results of his study whether such clinical 
results be attributed to psychotherapy, CO; therapy, 
or both. 

The point may be raised that it is not possible to 


achieve such a high percentage of improvement 
(82%) by the use of psychotherapy alone, and I 
should like to point out that some enthusiasts have 
reported an even higher percentage of improvement 
with psychotherapy alone. 

Dr. Moriarty does not include in his experi- 
mental study 9 cases who received 1 or 2 treatments 
only but on account of apprehension failed to return 
to complete the series. If these 9 cases were con- 
sidered to be failures, then from the conservative 
point of view his 82% improved would be reduced 
to 68% which more closely corroborates the per- 
—— improvement reported by L. J. Meduna and 
others. 

I recognize the difficulty that Dr. Moriarty en- 
countered in using only private patients, since as a 
physician he has a primary obligation to utilize 
every beneficial facility to expedite recovery. At 
the same time however, because of these difficulties 
in reporting on private patients there is an inherent 
weakness in scientifically validating results. 

It would have been a valuable supplement to have 
had psychological studies on the 66 cases. Dr. Mori- 
arty describes in detail 66 treated cases and implies 
that comparable results were achieved in a larger 
undefined group of 213 patients. We can not accept 
such inference for scientific validation unless more 
complete details are forthcoming in this larger 
group. 

We have been conducting an extensive CO, re- 
search study at Bellevue Psychiatric Hospital, New 
York, for the past 2 years. We have used this 
therapy in 2 different techniques. We were able to 
obtain at most 55% clinical improvement for a fol- 
low-up of 12 months, by using the LaVerne Rapid 
Coma (single breath) technique on 50 unselected 
patients. The results in a group of 10 control pa- 
tients treated with 100% nitrous oxide spiked with 
carbon dioxide until coma was induced showed only 
20% improvement. There appeared to be no signifi- 
cant influence in the over-all results whether the 
patient had previously received or was concur- 
rently receiving psychotherapy. 

Since one-fourth of Dr. Moriarty’s 66 treated 
cases had received psychotherapy unsuccessfully for 
several months prior to CO; therapy, this seems to 
demonstrate an inferred control and a favorable 
trend of clinical improvement in this group. 

It is suggested that Dr. Moriarty enlarge and 
establish a more scientific control group before a 
final evaluation of his larger group of patients is 
made. 
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MENTAL AND ELECTROENCEPHALOGRAPHIC CHANGES 
FOLLOWING INTRAVENOUS BARBITURATES IN 
ORGANIC DISEASE OF THE BRAIN 


PHILIP S. BERGMAN, M.D., HANS H. STROO, M.D., anD RHODA FEINSTEIN, B.A. 
New York City 


It is the purpose of this study to examine 
the relationship, if any, between the electro- 
encephalographic effects and mental changes 
induced by intravenous barbiturates in pa- 
tients with structural disease of the brain. 

Many patients with organic brain disease 
show defects in memory, orientation, and 
calculation, tend to deny their illness, and 
often describe situations that never occurred. 
On studying the EEG’s of such cases, Wein- 
stein, Kahn, and Strauss(1, 2) found that all 
of them showed bilateral slow-wave abnor- 
malities ; when such mental changes were ab- 
sent, the EEG was either normal or mani- 
fested unilateral slow activity. Furthermore, 
the organic mental syndrome, they dis- 
covered, could be induced in patients with 
organic lesions by giving sodium amytal in- 
travenously. Since disorientation did not 
occur in normal subjects following sodium 
amytal, the procedure was suggested as a 
diagnostic test(3). 

Roth(4) also used barbiturates as a means 
of provoking changes, this time in the EEG. 
Using patients undergoing electroconvulsive 
therapy, he reported that high-voltage frontal 
slow waves appeared after intravenous pen- 
tothal in records that were otherwise normal 
and that such waves did not occur in the 
same subjects prior to electroshock. 


MATERIAL AND METHOD 


The subjects were 48 hospitalized patients. 
Of these, 15 had no evidence of organic dis- 
ease of the brain and served as controls. The 
other 33 had indisputable evidence of organic 
brain disease, including cerebrovascular ac- 
cidents, chronic alcoholism, traumatic en- 
cephalopathy, neoplasms, and other lesions. 
Cases in which the presence or absence of 


1 From the Department of Neurology and Psy- 
chiatry, New York University College of Medicine, 
the Third Division of Neurology and Psychiatry, 
Bellevue Hospital, and the Department of Neu- 

rology, The Mount Sinai Hospital, New York. 
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organic brain disease could not be deter- 
mined with certainty were not included. 

With the EEG running continuously, the 
patients were interviewed according to a pre- 
pared form, before, during, and after the 
intravenous administration of 2.5% sodium 
amytal. The injections were made slowly, 
not exceeding 50 milligrams per minute, and 
rarely that fast. 

Each patient was given the drug until he 
either became disoriented or was no longer 
able to respond intelligibly, usually to the 
point of sleep. The questions dealt with de- 
tails of orientation, including exact location, 
date, and time of day, and attempted to bring 
out denial of illness or confabulation. The 
questions asked included all those relating to 
orientation and denial of illness used by 
Weinstein and Kahn in their investigations 
(1, 2, 3). 

RESULTS 
NORMAL SUBJECTS (15 CASES) 


All the EEG’s were normal prior to amy- 
tal. After the injection, all showed diffuse, 
symmetrical fast activity and no other 
changes (except drowsiness and sleep as 
these came on). The fast activity was usu- 
ally of the same frequency as the patient’s 
fast activity (if any) before the amytal was 
given—usually between 15 and 25 cycles per 
second. The electrical activity normally as- 
sociated with sleep was also altered by the 
drug, so that spindles and slow activity were 
less prominent or absent. 


ORGANIC BRAIN DISEASE (33 CASES) . 


Normal Records (12 cases).—All but one 
of these 12 subjects showed changes indis- 


2 Denial of illness was defined, for the purposes 
of this study, as the verbal denial of an obvious de- 
fect, such as paralysis of an extremity, blindness or 
incontinence of urine(5). Some patients denied any 
sickness, even though they lay helpless in a hospi- 
tal bed. 
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tinguishable from those occurring in the nor- 
mals. The remaining patient showed marked 
asymmetry of the fast activity, which was 
nearly absent over the affected hemisphere. 

Abnormal Records (21 cases).—The most 
frequent change consisted of the reduction 
or disappearance of the slow activity previ- 
ously present. The effect in such cases was 
to produce an EEG approaching that seen 
in normal subjects after amytal. In some it 
was indistinguishable from the records of 
normals. An example of this type of altera- 
tion is shown in Figure 1. Diffuse fast ac- 
tivity appeared, as in the normal subjects, 
and the slow activity associated with sleep 
was suppressed. Even with extremely 
drowsy patients there was little or no 
slowing. 

Asymmetry of the induced fast activity 
occurred in 2 records. Both patients had focal 
lesions of the cerebral hemispheres. Fast ac- 
tivity failed to appear on the diseased side in 
one case and in the other there was a differ- 
ence in the frequency of the two sides, the 
abnormal hemisphere having the slower rate. 

In cases where there was generalized slow- 
ing with focal accentuation, the diffuse ab- 
normality was abolished first, making the 


PRE AMYTAL 


focus more evident by contrast. As more 
drug was given, the focal slowing also dis- 
appeared. 

Scattered cases showed diffuse slowing 
after amytal, not previously present or, in 
one case, the appearance of focal slowing in 
a different location from a pre-existing focus. 
It was impossible from the record to dis- 
tinguish the diffuse slowing from that result- 
ing from drowsiness, and it disappeared 
upon arousal. 

A comparison was made of the records in 
35 patients who were clear before amytal in 
an attempt to see whether the development 
of disorientation was related to the EEG 
changes induced by the drug. Of the group 
that remained clear after amytal (19 cases) 
the record did not change (except for the 
fast activity) or became less “abnormal” (the 
amount of slow activity was reduced) in all 
but two cases. In these it became more “ab- 
normal” (there was more slowing). The 
group that became disoriented (16 cases) 
showed no change or “improvement” in 14 
cases. The remaining 2 showed more “ab- 
normality.” There is no significant difference 
between these groups. Likewise, disoriented 
subjects who became more so after amytal 
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Fic. 1—A. Before Amytal.—This patient, aged 72, had evidence of diffuse cerebral vascular dis- 
ease but was clear prior to administration of the drug, There is a basic 6-7-per-second rhythm through- 


out with 3-5-per-second activity superimposed. 
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showed the same “improvement,” with occa- 
sional exceptions. 

As for the effect of amytal in confirming 
the diagnosis of organic brain disease, it was 
noted that 26 out of the 33 patients were dis- 
oriented at some time, 10 before and 16 after 
amytal was given. None of the control sub- 
jects became disoriented. 

The amounts of amytal used varied con- 
siderably (from 175 to 700 mg), but there 
was no difference in the doses necessary to 
induce disorientation and those failing to 
produce it, but which resulted instead in 
sleep or lack of cooperation. 


DISCUSSION 


These data indicate that there is no relia- 
ble relationship between the mental changes 
induced by intravenous sodium amytal and 
the effect of the drug on the EEG, nor is 
there any satisfactory correlation between 
organic brain disease and the response of the 
normal EEG to intravenous barbiturates. In 
general, when a patient with a brain lesion 
showed clinical evidence of declining cerebral 
function, his EEG showed less of what is 
called “abnormality” or else behaved the 


same way as in normal subjects. Several 
possibilities suggest themselves: (1) the 
EEG (as we know it) reflects a different 
aspect of cerebral function from that indi- 
cated by the mental status; (2) absence of 
slow activity in the EEG is an important cor- 
relate of cerebral abnormality, difficult to 
assess for obvious reasons; or (3) the fast 
waves induced by barbiturates are so promi- 
nent that they interfere with the appearance 
of slow activity, either at the scalp or in the 
apparatus. The first two are probably both 
concerned and they may or may not be re- 
solved by the application of more refined 
methods of brain wave detection and regis- 
tration. The third possibility seems unlikely, 
since in many cases the fast activity was not 
of high voltage. Furthermore, barbiturate- 
induced fast activity did net prevent the ap- 
pearance of slowing associated with uncon- 
sciousness in patients studied, for example, 
during anesthesia. 

It is tempting to compare this behavior 
with denial of illness itself. In anosognosia, 
as the brain disease progresses, the patient 
may deny enough symptoms to appear actu- 
ally “better.” In our patients, under the in- 
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Fic. 1—B. After 500 mg Amytal—The same patient, who is now disoriented but awake. The 
record shows a nondescript combination of low-voltage fast activity; the slow waves have disappeared. 
(Note: Same amplification as in above figure but somewhat different leads.) 
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fluence of a drug that produced increasing 
cerebral dysfunction, the “abnormal waves” 
disappeared and the EEG looked “better.” 
Similar abolition of slow waves, of course, is 
seen in deepest sleep, anesthesia, and in near- 
terminal coma. 

In some cases, focal changes were empha- 
sized by giving intravenous sodium amytal, 
chiefly by the suppression of superimposed 
diffuse slowing and by the asymmetrical ap- 
pearance of fast activity on the two sides. 

The results were consistent with those of 
Weinstein and Kahn in regard to disorienta- 
tion produced by amytal in patients with 
organic brain disease. Seventy per cent of 
the abnormal subjects who were clear before 
amytal became disoriented, whereas none of 
the control subjects did as a result of the 
drug. 

Gottlieb, Knott, and Kimble(6) reported 
that electroshock therapy changed the type 
of fast activity that ordinarily results from 
intravenous barbiturates. Before treatment, 
barbiturates induced prominent fast activity 
with the usual frontal accentuation. After 
electroshock, the fast activity was less promi- 
nent throughout, and the fronto-occipital 
gradient was destroyed, the fast activity ap- 
pearing equally everywhere or accentuated 
posteriorly. Although this seemed to be gen- 
erally true in our records, there was such 
individual variation, both in normals and ab- 
normals, that no conclusions were warranted. 
The disagreement with Roth’s(4) results 
suggested that differences in conditions of 
the experiment might be responsible, since 
the methods and materials were not strictly 
comparable. Alema and his associates(7), 
on the other hand, found that intravenous 
barbiturates decreased the slow activity re- 
sulting from electroshock therapy. Lennox 
et al.(8) reduced the abnormal activity in 
cases of petit mal by means of intravenous 
barbiturates. 


SUMMARY AND CONCLUSIONS 


1. Simultaneous comparisons were made 
between the mental state and the EEG 
changes induced by intravenous barbiturates 


in subjects with and without organic brain 
disease. 

2. Normal subjects did not become disori- 
ented following intravenous sodium amytal 
and the EEG effects were the same as those 
noted by others. 

3. Although disorientation often followed 
the drug in subjects with structural lesions 
and normal records, the EEG changes were 
not different from those occurring in con- 
trols. In abnormal records, there was a re- 
duction or disappearance of slow activity 
after the drug concomitant with the develop- 
ment of an organic mental syndrome. 

4. Focal abnormalties were occasionally 
elicited, or, if previously present, accentuated 
by the drug. 

5. Under the conditions of the experiment, 
the mental state did not parallel the state of 
the EEG. Possible reasons for this dis- 
crepancy are discussed. 
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A CRITIQUE OF PSYCHIATRIC AND PSYCHOLOGICAL 
RESEARCH ON INSULIN TREATMENT IN 
SCHIZOPHRENIA * 


HENRY P. DAVID, Pu.D., Pitrspurcn, Pa. 


Since the day in 1932 when Sakel(8) first 
announced the use of insulin coma as a new 
treatment for schizophrenia, insulin shock 
treatment, hereafter referred to as IST, has 
been the focus of a great deal of clinical in- 
vestigation and much discussion. This paper 
is essentially a critique and attempts to dis- 
cuss certain methodological problems rele- 
vant to psychiatric and psychological re- 
search with IST and to assess the current 
status of IST, 20 years after Sakel, with 
some suggestions for further research. 

Any attempt to evaluate the considerable 
psychiatric literature dealing with IST in 
schizophrenia is complicated by a seeming 
lack of research sophistication, as evidenced 
by such problems as: 

(1) Unstandardized criteria for the initial 
selection of patients for IST. Frequently, 
acute and chronic cases are mixed into the 
same group, thereby contaminating the 
findings. 

(2) Unstandardized criteria for the as- 
sessment of changes in clinical status and 
the general neglect of reporting concomitant 
physiological observations make it difficult to 
evaluate studies by different investigators. 

(3) Failure to use properly matched con- 
trol groups to gauge the importance of fac- 
tors other than IST. Not infrequently sum- 
maries are too gross to permit adequate 
comparisons. 

(4) Reporting conclusions either without 
stating the period of time elapsed between 
completion of treatment and assessment of 
clinical status or without awaiting results 
from an adequate follow-up study. 

While the intuitive insights of the practic- 
ing clinician have on numerous occasions 
opened new vistas in the understanding of 
individual dynamics, such material has only 
infrequently been stated in a way designed 


1 From the Western Psychiatric Institute and 
Clinic, University of Pittsburgh. Paper presented 
before the American Psychological Association, 
1953, Cleveland, Ohio. 


to contribute to over-all theoretical formula- 
tions. There also remains the constant 
danger of value judgments and of other 
sources of error distorting clinical ratings of 
improvement. 

There is a wide variation in the literature 
on remission and recovery rates, ranging 
from 88% to no observed improvement. 
Kalinowsky and Hoch(4), whose volume is 
the most widely quoted textbook for the 
study of the shock therapies, state that “the 
upper limit of what can be achieved with 
present day methods” is a remission rate of 
40-50%. The outlook is qualified, however, 
by the comment that “the long range picture 
in insulin treated schizophrenics is far from 
satisfactory.” In other words, the rate and 
degree of improvement are directly related 
to the maintenance of improvement over time. 

It is perhaps indicative of the shortcom- 
ings in IST research as well as the lack of 
time and funds available that in 20 years of 
work with IST, there has been only one con- 
trol study, reported in the literature, com- 
paring the relative efficacy of brief psycho- 
therapy, insulin coma, and electric shock in 
the treatment of schizophrenia. Gottlieb and 
Huston(2), whose highly original investi- 
gation was in the nature of a pilot study, 
noted no significant differences between any 
of the 3 methods in terms of follow-up evalu- 
ation. Similarly, there has been only one 
study comparing the effect of insulin per se 
with possible therapeutic gains derived from 
the extra care and attention usually accom- 
panying IST. Notkin, Niles, DeNatale, and 
Wittmann(5) found no significant differ- 
ences in remission rates between a group of 
patients given IST and another group of pa- 
tients who received saline injections, with all 
other treatment variables held constant. In 
view of the great need for more control 
studies in the investigation of treatment pro- 
cedures, it would be most desirable if both 
of these research projects could be repeated. 

What conclusions, then, may be drawn 
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concerning psychiatric evaluation of IST? 
In his 1952 review, Wilcox(10) noted that 
“many experienced clinicians reiterate that 
insulin coma treatment is the treatment of 
choice for most schizophrenics.” On the 
other hand, a 1950 survey by the Group for 
the Advancement of Psychiatry(3) observed 
that psychiatrists who have devoted them- 
selves to the psychotherapy of schizophrenic 
patients express the opinion “that appropri- 
ate psychotherapy is productive of more last- 
ing and sound results.” Much effort has 
been expended, but as Bellak(1) commented 
“no real conclusions can be drawn. There is 
much bias, much personal conviction on one 
side or another, but the objective data are 
mostly lacking.” 


PSYCHOLOGICAL STUDIES 


Most of the psychological studies reported 
in the literature were initiated in clinical set- 
tings and may be roughly divided into 4 
major groups: 

(1) Observations and examinations of pa- 
tients before insulin injection and immedi- 


ately after awakening from the hypoglycemic 
state. 

(2) Evaluation of changes in test per- 
formance before and after IST, utilizing 
both nonprojective and projective techniques. 

(3) Studies aimed toward the establish- 
ment and validation of prognostic test indi- 
cators, and 

(4) Investigations of possible deteriora- 
tive side effects of IST. 

It should be stated, quite candidly, that 
many of the psychological investigations are 
“test-oriented” and contribute little to the 
over-all understanding of IST. Many of the 
shortcomings previously attributed to psychi- 
atric research are equally valid criticisms of 
test-oriented research. All too frequently 
control groups were not used and the statisti- 
cal procedures employed leave serious doubts 
about the results obtained. Furthermore, in 
most of the published studies, psychologists 
have usually given more attention to measur- 
ing changes than to testing significant hy- 
potheses leading to a more basic understand- 
ing of the psychological processes involved 
in IST. 

(1) Psychological studies made immedi- 
ately before and after coma tend to substan- 


tiate the observations of most clinicians, 
namely, that as consciousness becomes 
clouded, regressive modes of behavior do 
occur in some patients. It seems reasonable 
to conclude, on the basis of the literature, 
that IST has definite physical effects, some 
of which may be traced by specific perform- 
ance tasks until the coma stage is reached. 
The patient loses his capacity for optimal 
effectiveness and regains that ability only 
slowly after awakening from insulin coma. 

(2) Attempts to evaluate changes follow- 
ing IST with nonprojective techniques have 
employed primarily tests of intelligence and 
concept formation. The literature cites about 
10 studies in this area but the results re- 
ported do not offer conclusive evidence. 
There is some question whether reported 
gains in I.Q. may be due to practice effects, 
and even whether the gains are as great as 
might be expected if the practice effect in un- 
treated patients is considered. The data re- 
ported are group findings and tend to distort 
individual performances and possible loss of 
capacity in some patients. A fresh approach, 
utilizing alternate test forms for the control 
of practice effects, may yield more conclu- 
sive evidence than is presently available. 
Published reports of changes in personality 
as measured by projective techniques, fol- 
lowing IST, have relied exclusively on the 
Rorschach test. Aside from the extensive, 
long-term investigations by Piotrowski(7), 
which were directed primarily to the prob- 
lem of prognosis, there are fewer than 10 
studies in the literature. The findings re- 
ported are not in general agreement. This 
stems, at least in part, from the difficulty of 
comparing Rorschach ratios, which them- 
selves fluctuate with the total number of 
responses. Again, individual data tend to be 
distorted when group material is pooled. 
Thus, while the Rorschach protocols of some 
patients did reflect the clinical improvement 
reported by the therapist, other patients con- 
sidered “cured” still showed much evidence 
of schizophrenic thinking. 

The question might well be asked: what 
kinds of changes should be expected from 
projective techniques in before-and-after 
studies? It seems somewhat naive at this 
stage of research to seek specific significant 
quantitative changes in certain Rorschach 
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categories when the total number of respon- 
ses Obviously influences both the qualitative 
interpretation and the statistical significance 
of any scoring category. Is it appropriate to 
group data when the patient populations may 
differ on a wide range of variables? Is it not 
time to reorient research in terms of person- 
ality theory, working with specific hypothe- 
ses, rather than continue a seemingly endless 
search for empirical “facts” that are not es- 
pecially enlightening in and of themselves? 

(3) Attempts to elicit and validate psy- 
chological test signs as prognostic indicators 
for IST rest on the hypothesis that if pre- 
and post-treatment test findings correlate 
highly with independent clinical evaluations 
of a group of patients, then it should be pos- 
sible to predict with relatively fair accuracy 
the probable result of IST in similar patients 
on the basis of pre-treatment test data. 

As has already been noted a great deal of 
the work on prognosis has been pioneered by 
Piotrowski(6). His studies have been criti- 
cized on the ground that they were not actu- 
ally predictive, but rather retrospective in- 
vestigations in which intial findings were 
analyzed in the light of subsequent results 
and follow-ups. While Piotrowski’s prog- 
nostic suggestions have been largely post hoc, 
the real value of his contributions would 
seem to depend on their practical clinical use- 
fulness in repeat experiments by others. 
This, unfortunately, has not been done to an 
extent sufficient to permit valid conclusions. 

(4) Investigations of possible deteriora- 
tive effects of IST by both nonprojective and 
projective techniques have, so far, not yielded 
any conclusive evidence, one way or the 
other. One reason for the lack of conclusive 
data is that group studies tend to obscure 
individual findings. Thus, patients with rich 
personality resources offer the most fertile 
prospects for loss in responsive capacity, as 
measured by psychological tests, and may 
actually show up poorer after IST even 
when improvement has been noted clinically. 
Most important, however, long-term fol- 
low-up studies designed to measure possible 
deteriorative effects, while controlling prac- 
tice phenomena, have not yet been reported. 

It is a rather curious phenomenon that the 
literature on psychological investigations of 
IST does not yield a single intensive study 


which attempts to follow a small sample of 
schizophrenic patients through a course of 
IST under highly controlled conditions. 
There have been no published reports of 
experiments designed to test specific or gen- 
eral hypotheses relative to the psychological 
meaning of IST. It would appear then that 
after 20 years of opportunity for research, 
IST still continues to offer a major challenge. 


SUMMARY 


After twenty years of research with insu- 
lin treatment in schizophrenia the published 
evidence is inconclusive and contradictory. 
Wide variations in remission and recovery 
have been reported but the number of pub- 
lished control studies is meagre. Psychologi- 
cal tests yield no definitive data on prognosis 
or the effects of treatment. Insulin treatment 
in schizophrenia continues to pose a major 
challenge to research. 
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PSYCHIATRY IN AND AROUND ST. LOUIS 


EDWIN F. GILDEA, M.D. anno MARGARET C. L. GILDEA, M.D. 


Medicine in St. Louis has a distinguished 
history. Its fame began when Beaumont en- 
tered practice here in 1833. This was shortly 
after he had published his classic “Experi- 
ments and Observations on the Gastric Juice 
and the Physiology of Digestion.” He be- 
came the first Professor of Surgery at the 
newly founded St. Louis University. Af- 
ter Beaumont’s death, progress in medicine 
slowed down. Many medical schools were 
organized, but they lacked both money and 
personnel, and some were “diploma mills.” 
After many failures and mergers, two medi- 
cal schools have survived. Washington Uni- 
versity Medical School is a privately en- 
dowed nonsectarian institution, and St. Louis 
University Medical School is the largest 
Catholic medical school in the U. S. The 
modern era for St. Louis medicine dawned 
when in 1909 Robert Brookings undertook 
the reorganization of Washington University 
Medical School and later directed its devel- 
opment along the lines recommended by 
Abraham Flexner. Not long after this, im- 
provements were made in St. Louis Univer- 
sity Medical School. It is not possible in this 
brief paper to enumerate the many people 
and the many areas in which outstanding 
contributions in medicine have been made. 
Five of these great investigators have been 
awarded Nobel Prizes. Of interest to psy- 
chiatrists is the fact that Erlanger and Gasser 
were Nobel Prize winners as a result of their 
research on nerve impulses. This tradition 
of brilliant neurophysiological and neuro- 
logical research is being continued by their 
successors, 

Psychiatry had its beginnings with Dr. 
W. W. Graves and his investigation of the 
constitution and mental disease. Drs. Sidney 
Schwab and Borden S. Veeder pioneered in 
the field that we now call pediatric or chil- 
dren’s psychiatry, and Malcolm Bliss was the 
pioneer in the field of mental hospital care 
and was an important leader in the educa- 
tional process that led up to the building of 
the psychopathic hospital associated with the 
St. Louis City Hospital. This has been named 


Saint Louts, Mo. 


the Bliss Psychopathic Institute. It is note- 
worthy that these great advances in scientific 
medicine were made largely by privately en- 
dowed medical schools and hospitals. An 
important exception is the St. Louis City 
Hospital which has been an important center 
of clinical teaching for the 2 medical schools. 

The growth of psychiatry in this region is 
well exemplified by the growth of the Cen- 
tral Neuropsychiatric Association, which was 
founded in St. Louis in 1922. The meetings 
are held in rotation in the member cities. For 
the first 15-20 years, the membership was 
small and congenial. It met once yearly, each 
center of psychiatry taking its turn as host. 
The pleasant informal quality of these meet- 
ings was one of their great attractions. In 
more recent years, the society has grown so 
rapidly that it has had to limit its member- 
ship; and, even with its limitation, it is no 
longer the small congenial group that it for- 
merly was. There are now many more non- 
member psychiatrists than there are mem- 
bers. With this increase in psychiatrists, 
there are now active state neurological and 
psychiatric societies, and in addition there is 
the Mid-Continent Society. 

The private practice of psychiatry has in- 
creased enormously, particularly in cities like 
Kansas City and St. Louis, and great im- 
provement in psychiatric facilities in each of 
these cities has resulted. 


DEVELOPMENT OF PSYCHIATRY IN ST. LOUIS 


It is noteworthy that institutions for the 
care of patients with mental disorders were 
founded in St. Louis many years before 
the medical schools participated actively in 
training physicians in this field. The Alex- 
ian Brothers Hospital, a Catholic institution 
which cares for mental patients as well as 
others, was founded in 1869. The St. Louis 
State Hospital, formerly operated by the city, 
was also founded in 1869. St. Vincent’s Hos- 
pital, a Catholic institution for the care of 
short-term mental illness, was founded in 


1858. 
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When Washington University was re- 
organized (1909-12), departments of medi- 
cine, surgery, and pediatrics were staffed 
with a nucleus of full-time members. Psy- 
chiatry was not recognized, however, until 
many years later when in 1938, with the aid 
of a grant from the Rockefeller Foundation, 
a full-time department was established. Pre- 
viously, the school had given very little time 
to psychiatry and depended entirely on vol- 
unteer teaching by psychiatrists in private 
practice. St. Louis University has not yet 
recognized psychiatry sufficiently to give it 
support necessary to make it a major depart- 
ment in the school. 

The new department of neuropsychiatry 
at Washington University began auspiciously 
in 1938 with Dr. David McK. Rioch as head, 
Dr. John Whitehorn as professor of psy- 
chiatry, Dr. Rioch as professor of neurology, 
and Dr. Carlyle Jacobsen as professor of 
medical psychology. Under these men it was 
possible to begin adequate instruction in psy- 
chiatry for medical students as well as resi- 
dents. Many kinds of research were begun. 
The problem of the shortage of personnel in 
this field is well exemplified by the fact that 
these men had scarcely organized their re- 
search and teaching programs when they 
were attracted elsewhere. Dr. Whitehorn be- 
came professor of psychiatry at Johns Hop- 
kins, Dr. Jacobsen dean of biological sciences 
at Iowa University, and Dr. Rioch became 
director of research at the Chestnut Lodge 
and the Walter Reed Hospital in Washing- 
ton, D. C. Dr. E. F. Gildea succeeded Dr. 
Whitehorn in 1942 and has been most for- 
tunate in securing the aid of able associates to 
carry on the work in neurology, psychiatry, 
psychosomatic medicine, clinical psychology, 
and children’s psychiatry. An inpatient serv- 
ice of 54 beds was opened in January 1943 
in McMillan Hospital which is part of the 
Barnes Hospital and Washington University 
Medical Center. Neurophysiology and neu- 
rology have a long tradition of important re- 
search that began with Drs. Erlanger and 
Gasser and is being continued under Drs. 
George Bishop and James O’Leary. In addi- 
tion the division of psychosomatic medicine 
has made contributions both in research and 
teaching under Dr. George Saslow. An im- 
portant advance has been made in developing 


microchemical techniques for the study of 
the nervous system under the leadership of 
Professor Oliver Lowry in pharmacology in 
collaboration with Drs. Eli Robins and David 
Smith representing psychiatry and pathology. 

Considerable progress has been made in 
the care of psychiatric patients by both the 
muncipal and privately endowed agencies. At 
the City Hospital the new psychopathic hos- 
pital named after Malcolm Bliss was built in 
1937. This hospital was designed to accom- 
modate fewer than 200 patients. Ample space 
for outpatient clinics and for research lab- 
oratories was provided. Thus, every building 


| facility was provided to make possible a 


modern diagnostic, treatment, and research 
center for psychiatric patients. Unfortu- 
nately, the city has never been able to provide 
an adequate budget. Research work has been 
accomplished only with aid of short-term 
grants from outside agencies. In addition, 
it has been impossible to prevent overcrowd- 
ing. This has been due to the fact that all 
facilities for the care of the elderly, seriously 
ill patients are overcrowded. Over 30% of 
the patients are now over 65, and many of 
these have been in the Bliss for 1-2 years. In 
spite of these handicaps, a research labora- 
tory has been developed at the Bliss. It is 
equipped for neurophysiological investiga- 
tion. At present, the changes produced by 
the various kinds of shock and coma therapy, 
including effects of photic driving, are being 
studied. Dr. George Ulett is the director of 
this laboratory. 


OUTPATIENT SERVICES 


The St. Louis Health Department, directed 
by Dr. J. Earl Smith, has recently taken over 
the old Municipal Mental Hygiene Clinic 
which was one of the original Common- 
wealth Fund Clinics started here in 1922. 
This clinic is now a part of the 2 new health 
centers that have been built by the aid of 
gifts from David P. Wohi. 

In St. Louis County there is a well-con- 
structed general County Hospital closely af- 
filiated with ‘the Public Health Center. The 
Health Commissioner, Dr. Herbert Domke, 
has encouraged the development of a mental 
health program in this Health Department. 
This consists of a child guidance clinic and a 
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broad school-centered program offering serv- 
ices of a mental health consultant on a con- 
tract basis to individual school districts. Mr. 
Alfred Buchmueller is director of the mental 
health program. Miss Marguerite Cannon is 
chief psychiatric social worker. Psychiatric 
consultation and treatment are provided by 
part-time consultants. In its school-centered 
program, this division is also developing va- 
rious types of group therapy with parents of 
children exhibiting behavior problems and 
with groups of school children themselves. 
The mental health consultants in the schools 
are psychiatric social workers and psycholo- 
gists. 

The effectiveness of the St. Louis County 
Mental Health Program is being evaluated 
by a research project supported by a grant 
from the U.S.P.H.S. Principal investigators 
are Herbert Domke, M. D., Margaret Gildea, 
M.D., Ivan Mensh, Ph. D., John C. Glide- 
well, Ph. D., and A. D. Buchmueller, M. S. 
The effect of the professionally led, school- 
centered consultation and group therapy 
method, and the discussion groups with lay 
leaders is being studied. Changes in the atti- 
tudes of parents and the behavior of their 
children are the criteria used. The effects of 
these methods used together and separately 
are being compared. 

The St. Louis Mental Health Association 
is a comparatively new organization, sup- 
ported at present by the Community Chest, 
to provide mental health education in Greater 
St. Louis. This association was formed in 
1950 by the union of two older societies, the 
St. Louis Mental Hygiene Society and the 
Council for Parent Education. It has de- 
veloped a program of mental health educa- 
tion for parent groups. Discussion methods 
are used with an audio-visual tool, either a 
film or skit, to act as a stimulus. The discus- 
sion leaders are lay people who have been 
trained by the Mental Health Association’s 
workshops in leadership techniques and 
group dynamics. 

A Child Guidance Clinic, an outgrowth of 
the clinic begun in 1928, was reorganized in 
1948 as a division in the medical school. This 
reorganization was financed by a grant from 
the Children’s Research Foundation of St. 
Louis. It is called the Washington Univer- 
sity Community Child Guidance Clinic. This 


clinic has close affiliations with the George 
Warren Brown School of Social Work, a 
division of the University, with the School 
of Education, the department of pediatrics, 
the department of psychiatry, and the depart- 
ment of psychology. It is designed to be a 
teaching and service center. The service is 
financed by the Community Chest, and the 
teaching functions are supported by the med- 
ical school. Dr. Philip Starr is the present 
director. Also in informal association with 
this Child Guidance Service is a residency 
center for disturbed children called the For- 
est Park Children’s Center. This was started 
by the Junior League but has recently been 
accepted by the Community Chest. 

It should be noted that all of these out- 
patient psychiatric services are small and are 
inadequate for the needs of the community. 
The history of their finances is a chequered 
one. During the depression of 1932 and 
thereafter, the Municipal Clinic and what is 
now the Washington University Community 
Child Guidance Clinic practically went out 
of business. After the depression the private 
charities were reorganized under a Commu- 
nity Chest and a Social Planning Council. 
This has improved and stabilized finances ; 
but psychiatric services, and particularly 
those for children, being comparatively new 
still receive only token support. 

Medical education has been entirely de- 
pendent on gifts of individual donors and 
private foundations like the Rockefeller, 
Commonwealth, and Markle. Neither the 
state, the city, nor the Community Chest has 
understood the value of aiding medical edu- 
cation and particularly postgraduate training. 
The result is a serious shortage of personnel 
for all public health facilities. Trained psy- 
chiatric personnel of all kinds are especially 
deficient in this area. The recent efforts of 
the Federal Government to aid medical edu- 
cation and health services has been grudg- 
ingly accepted by the State of Missouri. 
However, the little money that has come 
through has helped a great deal. Further- 
more, the direct grants from the U. S. Public 
Health Service for research and special train- 
ing fellowships have proved invaluable. Un- 
fortunately, all of these grants are on short 
term, usually on a yearly basis. Consequently, 
a great deal of the time of the directors and 
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deans of the clinics and schools is taken up 
with financial problems that they are ill- 
equipped by training to solve. 

Psychoanalysis has been slow in develop- 
ing in St. Louis. Its first representative was 
Dr. E. Van Norman Emery who became 
professor of social psychiatry in the George 
Warren Brown School of Social Work of 
Washington University in 1936. He also 
aided in teaching in the Medical School and 
conducted private practice. His death in 1953 
was a great loss to the school and to the com- 
munity. At present there are 4 psychoana- 
lysts in St. Louis. They all participate in 
teaching residents and in consultation to the 
Washington University Child Guidance 
Clinic and in other agencies. 

The allied specialties of psychiatry can be 
only briefly mentioned. The Missouri School 
of Occupational Therapy was formed in 
1919. Its permanence was ensured in 1938 
by the Rachel Stix Michael bequest endow- 
ing a chair in occupational therapy in Wash- 
ington University. Under the guidance of 
Miss Geraldine Lermit, the school became 
one of the leading schools of occupational 
therapy. In 1947 the school was made a 
division of Washington University Medical 
School. A division for postgraduate training 


in psychiatry for nurses was established at 
Washington University School of Nursing 
in 1948. This has been aided by a training 
grant from the U. S. Public Health Service. 
The George Warren Brown School of Social 
Work is one of the leading schools in its field, 
owing in large part to the outstanding ability 
of Professor Frank J. Bruno and, in more 
recent years, Dean Benjamin Youngdahl. 

We can conclude that psychiatry has made 
considerable progress in St. Louis since the 
last meeting of the A.P.A. in 1936, when a 
similar article was written by Dr. Leland B. 
Alford. Much remains to be done, such as 
developing outpatient facilities in connection 
with our state and city institutions, and chil- 
dren’s psychiatric services for schools and 
courts, attracting and training personnel, and 
finally finding financial support for research 
over a long-term period. 
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THE STATE HOSPITAL SYSTEM OF MISSOURI 
G. WILSE ROBINSON, JR., M.D., Kansas City, Mo. 


The State Hospital system in Missouri is 
one of the oldest in the country. The first 
state hospital was established at Fulton, in 
1847, 27 years after Missouri was admitted 
as a state. This was the first mental hospital 
west of the Mississippi River. Other hos- 
pitals were built at St. Joseph in 1874, Ne- 
vada in 1886, Farmington in 1899, and the 
Missouri State Training School at Marshall 
in 1899. 

In St. Louis City, due to an unusual cor- 
porate development, there is complete inde- 
pendence of any county jurisdiction, the city 
being a separate political entity. The city 
built its own hospital for the mentally ill in 
1868 and operated it independently of the 
state system for many years. It established 
its own training school for the retarded in 
1924. After World War II these institutions 
were incorporated in the state system. 

The original construction of all hospitals 
except Farmington was on the Kirkbride 
plan and the original buildings are still in 
use. Farmington started out as a “cottage 
plan” and has continued as such. Each new 
hospital was built to take care of needs re- 
sulting from population growth. This policy 
was changed and during the depression years, 
as part of the National Public Works pro- 
gram, large additions were made to all the 
hospitals except in St. Louis. This new con- 
struction was in the form of new buildings 
built on the grounds some distance from the 
original Kirkbride-type building. 

Every hospital is faced with the serious 
problems of overcrowding as well as having 
to use antiquated, inefficient firetraps to house 
sick people. 

It was visualized in the ’thirties that the 
newer buildings, along with others that were 
planned, would replace all the old ones. The 
war, however, stopped all new construction 
and the program was not completed. After 
the war construction costs had risen so high 
that the whole program ground to a halt 
while the political fathers attempted to de- 
cide what to do. Instead of construction 
costs going down as expected while they 


waited, the Korean War skyrocketed them 
again and there has been no new construc- 
tion of great importance since the war. 

Missouri state hospitals have passed 
through all the throes of personnel and po- 
litical problems which have plagued many 
other states. While it is true that for almost 
100 years Missouri was solidly Democratic, 
each successive governor came into office as 
the result of factional fights. Since the spoils 
system was the order of the day the state 
hospitals were prize political plums through 
which loyal workers—both individual and 
contractual—were rewarded. It was not un- 
usual for 90% of all employees to be turned 
out when a new governor appointed a new 
board of control every 4 years. Since the 
program was essentially continuous treat- 
ment, this did not affect patient care to any 
great extent. Salaries were relatively high, 
living conditions moderately good, and an 
above-average class of employees was at- 
tracted to the work. 

In the area of administration the stewards, 
who were frequently in the upper political 
echelons and were placed in office to dispense 
patronage both to individuals and loyal sup- 
ply firms, wielded great power. While theo- 
retically the medical superintendent was in 
charge, the stewards could and frequently 
did undermine his authority by going directly 
to the board of control. 

The medical superintendents in those early 
days were always political employees and 
many, if not most, had had no previous psy- 
chiatric experience. This lack of professional 
training, formal or otherwise, was no great 
handicap. The medical staffs under the super- 
intendents were adequate in number. In 1907 
the medical staff at Nevada was equal in 
number to that of today, with half as many 
patients and a medical program of super- 
vision without much active treatment. The 
program worked well until about 1920. 

Missouri is a rather unusual state. It ac- 
tually is 5 geographical and cultural groups 
living in one political entity. Approximately 
one-third of the population live in the St. 
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Louis area. Kansas City, the second city, and 
the strip bordering Kansas south of it, are 
economically and culturally more a part of 
Kansas than Missouri. In fact, but for acci- 
dent of legislation, this area would be a part 
of that state. The people of the northern 
part of the state think and live like the pro- 
gressive, prosperous farmers of Iowa; those 
of the central part along the Missouri River 
are more Southern in attitudes and politics 
than in many areas of the former Confeder- 
ate States of America, while those of the 
great Ozark uplands, the largest area geo- 
graphically and the smallest populationwise, 
have many political and cultural characteris- 
tics of eastern Kentucky, eastern Tennessee, 
and West Virginia whence many of the early 
settlers came. 

It has always been difficult to get the 
people of the 5 areas to agree on a statewide 
program and, as far as the state hospitals 
were concerned, it was especially difficult 
when St. Louis was supporting its own city 
sanitarium and was also being asked to sup- 
port financially the state hospital system 
throughout the rest of the state. Since many 
areas of Missouri are desperately poor in 
cash income, there were always Senators 
and Representatives opposed to adequate 
appropriations since, to many of their con- 
stituents, $2.00 per day cash for living ex- 
penses was almost luxury. 

The downfali of the Missouri system was 
on the rocks of financing. Following World 
War I prices and wages rose much faster 
than appropriations and there was a slow 
disintegration of types of service, caliber of 
employees, and building maintenance and 
repairs. 

The depression years brought a respite of 
sorts. Prices and wages fell faster than 
appropriations, and once more state hospitai 
work became a better than average job and 
the demand for work exceeded the supply. 
Superintendents could pick and choose em- 
ployees. Many good workers who were em- 
ployed in those days are still in the hospitals, 
and form the backbone of the pitifully inad- 
equate staffs of today. 

Following World War II and then the 
outbreak of the Korean War, the rapid rise 
in prices and wages and cost of new con- 


struction so far outdistanced appropriations 
that the fine workers, professional people and 
other interested parties were left helpless, 
faced with disintegration of buildings, over- 
crowding, inability to employ satisfactory 
replacements in personnel, and no funds to 
secure adequately trained professional and 
technical help so necessary in these days of 
active treatment. 

There have been several forward steps in 
administration. All employees are now under 
Civil Service. Attendants and nurses’ aides, 
however, are expected to start at a salary 
below that of prison guards. In fact, this 
starting salary is about the lowest on the 
Civil Service schedule. There has been re- 
cently a general rise in the entire Civil Serv- 
ice schedule, but psychiatric aides are still 
at the bottom of the totem pole. 

The salaries paid physicians are fantastic- 
ally low and no younger men have been at- 
tracted to the hospitals for some time as 
permanent members of the staff. The lack 
of adequately trained staff physicians to act 
as teachers has seriously affected a residency 
training program that was one of the better 
? hospital programs before World War 

The state has been fortunate, however, in 
the caliber of the superintendents. All 5 
superintendents have been in the system for 
some time and have performed feats that 
seem almost like legerdemain, in spite of 
terrific financial handicaps. At one hospital, 
with a patient population of over 2,000 and 
3 staff physicians in addition to the superin- 
tendent, the discharge rate was 72% of ad- 
missions and the budget of this hospital 
called for about $1.75 per patient per day 
for all operating expenses, including all types 
of professional services. 

Some of the superintendents have been un- 
justly criticized because they have been ex- 
pected to provide trained, educated, intelli- 
gent, kind, and conscientious ward attendants 
for $140.00 a month, from which the em- 
ployee was expected to pay his or her living 
expenses. This low remuneration made it 
essentially impossible to employ the right 
kind of new people. As the result, accidents 
and incidents have occurred which are cer- 
tainly to be expected under the circumstances. 
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But a new day is dawning. A large group 
of legislators have interested themselves in 
the situation. They have secured the advisory 
help of psychiatrists outside of the system 
and working through proper investigative 
means have recognized the true situation and 
are determined to correct it. 

Salaries have been raised, but are still too 
low. In direct opposition to the Governor’s 
recommendation, a bill to increase appropria- 
tions passed the House but was held up in 
the Senate with the Governor’s approval. 
After considerable legislative jockeying, in- 


creases were finally obtained but the amounts 
were still far below the needs. 

This group of forward-looking legislators 
is not through. They are continuing their 
work and hope at the next session to have so 
much overwhelming evidence that the only 
thing wrong with the Missouri State Hos- 
pital system is lack of sufficient funds to 
provide satisfactory humane and modern 
treatment care, that it is possible there will 
be a minimum of opposition when increased 
appropriations are recommended in the next 
session. Let us hope so. 
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CLINICAL NOTES 


USEFUL ADJUNCTS IN INSULIN COMA THERAPY 
DANIEL M. WEISS, M. D.,! Boston, Mass. 


At Cushing Veterans Administration Hos- 
pital, and more lately at the Boston Veterans 
Administration Hospital, over 25,000 indi- 
vidual coma treatments have been given. 
Here we shall describe three adjuncts to 
this treatment that we have found to be 
particularly useful: 

1. The bed used is a slightly altered U. S. 
Army bunk bed. The upper parts of the end 
posts have been sawed off so that no projec- 
tions are present on which the patient may 
hurt himself. Side rails of ordinary plumb- 
ers’ pipe have been added to which hand- 
restraints may be tied. The beds are sturdy, 
do not roll, and are low enough that little 
harm ensues if the patient should accident- 
ally roll off the bed. 

2. A bed-board of 5-ply wood is placed 
over the spring but under the thin mattress. 
It is strong enough to give good support, 
but is still slightly resilient. This board ex- 
tends over the full length and width of the 
bed for maximum support. By having the 
board in place we found that we were able to 
give the patient an electroshock treatment 
without having to move him from the in- 
sulin treatment bed to an electroshock treat- 
ment table. This made handling the patient 
easier and lessened the risk of electroshock 
fractures. We soon noted that the patients 
using these beds seemed to have less excite- 
ment moving about during stages I and II of 
insulin coma treatment, had a more satisfac- 
tory coma, and almost no complaints of back- 
aches afterwards. Therefore the use of bed- 


1 Assistant chief, closed ward section, neuropsy- 
chiatric service, Veterans Administration Hospital, 
Boston, Massachusetts and instructor in psychiatry, 
Tufts Medical School. 


boards was extended to all insulin coma beds. 
In effect, this then becomes an orthopedic 
bed, giving a great deal of support to the 
vertebral column during coma. Through the 
cutouts visible in the picture restraint sheets 
may be secured when needed. 

3. On the wall beside each treatment bed 
is a double clock-face with movable hands. 
The clock on the left is marked COMA, that 
on the right is marked FEEDING. As each 
patient reaches the desired level of coma, the 
hands of the COMA clock beside his bed are 
adjusted to the correct time. In this way the 
busy therapist may keep track at a glance of 
patients in various parts of the ward. Also 
the clocks serve as a constant visual remin- 
der of the time when individual patients 
should be fed. However, in no case should 
this useful adjunct become a substitute for 
careful individual supervision. As each pa- 
tient is fed, the hands of the FEEDING 
clock are adjusted accordingly. This clock 
may then serve as a visual aid in checking 
the recovery period of the patient. 

These adjuncts have proved their worth 
many times over in our experience. They 
have greatly eased the burdens of those re- 
sponsible for the care and well-being of the 
patients while undergoing this type of so- 
matic therapy. Accidents and injuries have 
been reduced to a minimum. We have not 
had a single case of fracture, either of an 
extremity or of the spine, during insulin 
coma therapy, or during combined therapy, 
since using bed-boards. In such an exhaust- 
ing and potentially dangerous procedure as 
insulin coma therapy, adjuncts and safe- 
guards such as these are of great importance. 
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CLINICAL NOTES 


PRELIMINARY REPORT ON THE USE OF METHYLENE BLUE TO 
TERMINATE AN ANTABUSE-ALCOHOL REACTION * 


JACKSON A. SMITH, M. D., W. RUGLEY LIVESAY, M. D., ano DON W. CHAPMAN, M. D.? 


The present paper is the report of the use 
of methylene blue in 6 patients, in an attempt 
to modify an antabuse-alcohol reaction. The 
report of Richert, Vanderlinde, and Wester- 
feld* describing the inhibition of xanthine 
oxidase in rat liver by antabuse and the abil- 
ity of methylene blue to overcome this inhi- 
bition is the basis of the present study. Their 
purpose was to determine whether a similar 
metabolic reaction prevailed in patients, and 
if the administration of methylene blue 
would ameliorate or relieve the disturbing 
physical changes seen in the antabuse-alcohol 
reaction. The report by Richert, et al. also 
stated that though rat liver xanthine oxidase 
was inhibited by antabuse, milk xanthine oxi- 
dase was not. This difference was explained 
thus: “either the two enzymes were differ- 
ent, or the antabuse itself was not the enzyme 
inhibitor, but was converted to an inhibitor 
by the liver homogenate.” The degree of in- 
hibition was quantitative. 

The 6 patients tested were examined physi- 
cally and evaluated psychiatrically before 
antabuse was administered. Electrocardio- 
grams, bromsulfalein liver function tests, 
and urinalyses were done. A sensitizing dose 
of 60 grains of antabuse was given orally 
over a 4-day period. The patients were then 
given alcohol until a reaction was initiated. 
Serial blood pressure determinations, apical 


1 The material for this study was furnished by 
Ely Lilly and Company. 

2 From the Departments of Psychiatry and Medi- 
cine, Baylor University College of Medicine, Hous- 
ton, Texas. 

8 Richert, D. A., Vanderline, R., and Weoderfield, 
W. W. The composition of rat liver xanthine oxi- 
dase and its inhibition by antabuse. J. Biol. Chem., 
186: 261, 1950. 


cardiac rates, and electrocardiographic trac- 
ing were taken during the reaction. The 
standard and unipolar limb leads and the 
unipolar chest leads were recorded. 

After the reaction was fully established as 
objectively determined by an increase in car- 
diac rate, a fall in systolic and diastolic blood 
pressure, conjunctival injection, and cutan- 
eous flush; a 1% solution of methylene blue 
was injected intravenously in quantities rang- 
ing from I to 20 cc. The average dose was 
IO cc. 

There was no demonstrable improvement 
in the S-t segment changes in the EEG nor 
in the pulse rate. The methylene blue gave 
the individual a bluish discoloration of short 
duration which altered the color of the ery- 
thematous blush but did not dispel it. Sub- 
jectively 2 patients stated they felt better 
and 2 others vomited shortly after the in- 
jection was given. 


SUMMARY 


The reported ability of methylene blue to 
reactivate xanthine oxidase inhibited by anta- 
buse in vitro has been tried clinically as a 
means of terminating an antabuse-alcohol 
reaction. Although there was some subjec- 
tive relief in 2 patients following the intra- 
venous injection of methylene blue, there was 
no objective evidence of its altering the anta- 
buse-alcohol reaction in the amounts given. 
From these results, it seems unlikely that 
xanthine oxidase is of major importance in 
acetaldehyde metabolism in vivo; or else 
methylene blue in this dosage is unable to 
overcome the inhibition brought about by 
antabuse, if such an inhibition of xanthine 
oxidase occurs in the patient. 
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CASE REPORT 


There seems to be a progressive decrease 
in the contraindications, due to physical risk, 
in the use of electroconvulsive therapy in the 
treatment of the mentally ill. Before a patient 
should be denied the possible benefits of elec- 
troconvulsive therapy (when indicated after 
careful psychiatric evaluation), it is impor- 
tant to realize that electroconvulsive therapy 
is considered, by such well-recognized au- 
thorities as Kalinowsky and Hoch(1), as 
having very few absolute contraindications. 
They stress that the risks encountered in 
cardiovascular disease create the greatest 
problem in deciding whether or not to insti- 
tute such therapy. Williams and Barrera(2) 
feel there are few definite cardiovascular 
contraindications, but believe that (1) con- 
gestive heart failure, (2) recent myocardial 
infarctions, and (3) aneurism of the aorta 
may be considered absolute risks. Although 
Rowe, Schiete, and Labree(3) agree with the 
above contraindications, they state that many 
patients with moderately severe cardiac dis- 
ease can successfully withstand electrocon- 
vulsive therapy, and report in 14 patients 
with cardiac lesions only one death resulting 
from this therapy. This patient had mitral 
stenosis, mitral insufficiency, auricular fibril- 
lation, history of decompensation, and car- 
diac enlargement. In a review of English 
and American literature concerning fatalities 
following electroconvulsive therapy, Will, 
Rehfeldt, and Neumann(4), reporting on 33 


1 Instructor, Department of Psychiatry, Univer- 
sity of Pennsylvania School of Medicine; Assistant 
in Neurology, Outpatient Department, Presbyterian 
Hospital, Philadelphia, Pennsylvania. 

2 Assistant Professor of Psychiatry, University of 
Pennsylvania School of Medicine; Visiting Physi- 
cian, Psychiatric Department, Philadelphia General 
Hospital; Psychiatrist, Institute of the Pennsylva- 
nia Hospital, Philadelphia. 
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COMBINED INSULIN COMA AND ELECTROCONVULSIVE 
THERAPY FOLLOWING CARDIAC SURGERY 


RALPH B. LITTLE, M. D.,1 ann MANUEL M. PEARSON, M. D.? 
PHILADELPHIA, PA. 


deaths, indicated that 26 were apparently re- 


lated to shock. Of these patients, 12 defi- | 


nitely died of cardiac failure, and 2 of respir- 
atory failure. 

In this paper, we are stressing the consid- 
eration of cardiovascular complications in the 
use of electroconvulsive therapy because of 
its more widespread application and availa- 
bility than insulin coma therapy. However, 
concerning the cardiovascular risks for in- 
sulin therapy, it is necessary to remember 
that ‘“‘the risks of treatment are, in general, 
less than the risks of waiting for a spontane- 
ous remission to occur,”(5) and that this 
treatment puts an added burden on the heart 
for a longer period than does electroconvul- 
sive therapy. Therefore, the decision to in- 
stitute treatment has to be made by consider- 
ing both the urgency of the mental disorder 
and the strength of the cardiovascular system. 

Because of the remarkable advances in 
surgery of the heart and the major vessels 
in recent years, we feel that additional pres- 
sures may arise to influence the indications 
and contraindications for the use of drastic 
therapy in patients who have endured such 
procedures. Monke(6) reported a patient, 
who had a 6 cm. aortic isograft implanted 
one year earlier for the surgical correction 
of an aortic coarctation and aneurysm, who 
successfully withstood 15 electrically induced 
grand mal seizures. Commissurotomy, the 
splitting of the mitral commissures for sur- 
gical correction of mitral stenosis, is being 
performed with greater frequency. In June, 
1953, Likoff(7) reported that 572 cardiac pa- 
tients were operated on at the Hahnemann 
and Doctors Hospitals in Philadelphia, and 
encouraged an earlier surgical approach to 
valvular heart disease. It seems possible that 
the new responsibilities of living after the 
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relief of cardiac invalidism, may create con- 
flicts, and that these conflicts will tend to 
create symptomatology in which the shock 
therapies will be considered the treatment of 
choice. 

We are reporting a patient, the first, we 
believe, to receive combined insulin coma and 
electroconvulsive therapies after a commis- 
surotomy operation. 


Case History 


The patient, a 28-year-old, married, childless, 
white female, had, at the age of 18, developed signs 
of rheumatic fever. There was a slow development 
of valvular involvement which became progressively 
disabling. Following this, she had 2 spontaneous 
abortions, several episodes of pneumonia, and in- 
creasing invalidism in the last 2 years, necessitating 
almost complete abandonment of housework and so- 
cial activities. She had been digitalized since 1950. 

In September 1952 at the Hahnemann Hospital, 
Philadelphia, a functionally successful mitral valve 
commissurotomy was performed. However, on Oc- 
tober 15, 1952, the patient returned to the hospital 
with a low-grade fever, chest rash, and fatigue. She 
was treated with penicillin for suspected subacute 
bacterial endocarditis, and discharged in 2 weeks, 
still complaining of fatigue and not feeling well. 

On December 27, 1952, she suddenly became 
overtly psychotic. She was agitated, her behavior 
was bizarre, and she was delusional. On admission 
to the Pennsylvania Hospital for Nervous and Men- 
tal Diseases, on December 31, 1952, she was autistic, 
denuded herself, gesticulated with her eyes closed, 
grimaced, pounded the mattress, smiled inappropri- 
ately, and was verbally retarded. She felt that she 
was in direct communication with God. 

Personal history revealed that the patient was the 
youngest of 7. Little was known of her early life, 
except that she was quiet and shy. High school ad- 
justment was apparently good, as she was elected 
class president several times. Following high school 
graduation, she entered, but failed to complete either 
nurse’s training or Junior College. However, she 
engaged in office work for 2 years. She was pam- 
pered by her father, even after her marriage. Prior 
to admission, she became preoccupied and much con- 
cerned about his imminent remarriage to a younger 
woman, of whom the patient disapproved. Her feel- 
ings were accentuated by the fact that this woman 
had divorced a cardiac invalid to marry her father. 

At the hospital staff conference, a diagnosis was 
made of schizophrenia, catatonic type. A 2-months’ 
trial of psychotherapy resulted in little change in the 
patient. Cardiac consultation by Dr. William Likoff 
on January 10, 1953, revealed a grade II mitral sys- 
tolic murmur, no mitral diastolic murmur, and no 
evidence of cardiac failure. It was felt that she was 
an excellent risk for shock therapy. Since there was 
lack of improvement, insulin coma therapy was in- 
itiated on February 24, 1953. By April 8, 1953, she 
had had 30 insulin treatments, and 294 hours of 
coma without any lasting improvement. Therefore, 


it was decided to combine the insulin treatments 
with electric shocks. 

When treatment was terminated on May 22, 1953, 
she had received a total of 54} hours of insulin coma 
and 17 electroconvulsive treatments. Her weight 
had risen from 105 to 133 pounds. At that time she 
was free of psychosis. The only complication in 
treatment was a minor compression fracture of the 
upper surface of the seventh thoracic vertebra, after 
the second ECT, but this pathology was not suffi- 
cient to stop the treatments. Repeat consultation by 
the cardiologist on May 6, two weeks prior to the 
termination of treatment, revealed no change in her 
cardiac status. She left the hospital 3 days after the 
last treatment, on May 25, 1953, and was described 
by her husband as being better than before she be- 
came ill. 

Follow-up information from her referring psy- 
chiatrist, received on June 30, 1953, revealed little 
change since her discharge. Although her affect re- 
mained shallow, there was no evidence of hallucina- 
tions, delusions, or disordered thinking, and she had 
gained some insight. 


CONCLUSION 


This paper presents a patient—the first, 
we believe—who, after cardiac surgery, suc- 
cessfully endured both insulin coma and elec- 
troconvulsive therapies. We feel that with 
the rapid increase in cardiac surgery and the 
resultant new way of living, other psychotic 
reactions may develop which will require 
shock therapies. 
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NOTES FROM THE PRESIDENT 


The magnitude and urgency of the mental 
health program in the United States led the 
Council of State Governments to hold a na- 
tional Governors’ Conference at Detroit, 
Michigan, in February 1954. In preparation 
for an address on a program of prevention 
in mental health, it was necessary to consider 
this problem in very broad perspectives. Pre- 
vention meant forestalling illness. The nega- 
tive aspects of preventing mental illness im- 
mediately involved the consideration not only 
of the facilities for treatment and reduction 
of mental illness, but also of wide problems 
of cultivation, preservation, and improve- 
ment of mental health. Many colleagues 
helped me with my thinking. The conclu- 
sions formulated for the development of a 
positive program for promoting mental 
health may be of interest to members of The 
American Psychiatric Association. They are 
submitted herewith : 


NEW ATTITUDES 


1. Promote a new, optimistic attitude to- 
ward mental health and develop a positive 
program. 

2. Think in terms of treatment and cure 
instead of custodial care. In hospitals where 
newer, intensive treatment methods are used, 
as many as 60% to 70% of patients under 
60 years of age are often discharged within 
a year of admission. Make these facts public 
knowledge through planned public education. 
Mental illness is not the unchangeable 
destiny of germ plasm and heredity. It is no 
longer necessary to be caught in the coils of 
futility, pessimism, and hopelessness. 

3. Focus on mental health, not so mark- 
edly on mental disease. 

4. Mobilize community resources for men- 
tal health instead of concentrating to such 
an extent on medical and hospital aspects of 
mental disease. 
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POINTS FOR A POSITIVE PROGRAM TO PROMOTE 
MENTAL HEALTH 


KENNETH E. APPEL, M.D., Puivapetpnia, Pa. 


IMPROVED MENTAL HOSPITAL SERVICES 


5. In mental hospitals emphasize personnel 
and adequate salaries, not so largely new 
buildings. Given adequate personnel and 
facilities, much human suffering and money 
can be saved. 

6. Do not leave the care of the mentally ill 
to underpaid and inadequate staffs in central 
state bureaus and in individual state hos- 
pitals. Mental illness is a billion-dollar busi- 
ness. American business corporations would 
not tolerate such a policy. 

7. Attract more psychiatrists with greater 
experience by increased salaries appropriate 
to a billion-dollar business. This will improve 
the effectiveness of treatment and discharge 
rates. Hospitals that have good teaching, 
treatment, and research programs attract 
more residents and do a better job. This 
cannot be done without an adequate budget. 

8. Concentrate trained personnel in areas 
where most effective work can be done. 

g. Develop more acute treatment units. 
Treatment, not custody, is essential for the 
new program. 

10. Extend the use of known effective 
methods of treatment. Psychiatry has much 
“know-how” and the public has a right to 
expect that it be used. 

11. Relieve shortages in personnel by the 
employment of part-time psychiatrists and 
others. 

12. Develop adequate rehabilitation and 
follow-up services in the communities to re- 
duce recurrences. 

13. Improve effective activities of state 
hospitals through the help of visitors and 
voluntary workers. Through them public 
information, public education, and public 
relations would be extended. This would 
help break down the isolation of state 
hospitals. 

‘ 14. Enlist the interest and cooperation of 
women’s clubs, church groups, service clubs, 
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Red Cross, Junior Leagues, and other or- 
ganizations to improve mental health condi- 
tions. 

15. In estimating the cost of new services 
for prevention and improved treatment serv- 
ices, consider the balancing savings due to 
reduction in the numbers requiring hospitali- 
zation, the fewer recurrences after discharge, 
the shortening of hospitalization, and the 
earlier resumption of work and productivity. 

16. Locate new hospitals near population 
centers. This will facilitate therapeutic visits 
with relatives in the hospitals, home visits for 
convalescing patients, resumption of contact 
with friends, social activities, and part-time 
work, as steps in transition from hospital to 
community. 

17. Improve accessibility of mental hos- 
pitals to top medical centers, diagnostic fa- 
cilities, adequate consultants, emminent prac- 
titioners, and visiting medical school leaders. 
Employ visiting psychoanalysts and experi- 
enced psychotherapists to carry to state hos- 
pitals modern dynamic concepts which have 
so fructified extramural psychiatry. 

18. Do not isolate state hospital personnel. 


Living in remote areas robs them and the 
community of interchange of ideas and stimu- 
lating normal human relationships. For their 
own mental hygiene they should live in 
normal communities. 


TREATMENT OUTSIDE MENTAL HOSPITALS 


19. Develop hospital facilities outside men- 
tal hospitals. Modern psychiatry has learned 
how to treat many patients in general hos- 
pitals on a short-time basis. These services 
should be extended, for individual and group 
therapy. Expand day hospitals, community 
clinics, health centers, home visiting and 
services to the increasing population of the 
aged. 


COMMUNITY RESOURCES AND EDUCATION 


20. Develop broad community programs 
of public education in mental hygiene on a 
nation-wide basis. Certain principles should 
become common knowledge and as widely 
accepted as pasteurization of milk and puri- 
fication of water. Mental hygiene should be 
taught from grade school up. Provide 
courses, clinics, aiid counselling facilities in 


schools and colleges. There should be dis- 
cussion groups in parent-teacher associations. 
Organize institutes for teachers, clergy, pub- 
lic health, visiting nurses, and others. De- 
velop counselling services in connection with 
prenatal and well-baby clinics. Organize 
more child guidance clinics. Establish mental 
health services for adolescents, juvenile de- 
linquents, and in the courts. Institute and 
extend premarital, marital, and family coun- 
selling services. Set up mental health, edu- 
cational, and consultation services in indus- 
trial plants. 

21. Work for the improvement of the level 
of community living. The impact of the 
wholesome community promotes mental 
health. Adequate housing, wholesome recre- 
ational facilities for children, adults and the 
aged, education for citizenship and social 
living as well as the “three R’s” are impor- 
tant health potentials. These support parents 
in helping children develop individuality and 
responsibility. 


RESEARCH 


22. Planning on a nation-wide, long-term 
scale is essential for tackling this billion- 
dollar business. Appoint a commission to 
study and develop a national program with 
a budget of $500,000, such as the recent 
Commission on Health, Hospitalization, and 
Insurance for the medical health of the na- 
tion. (Commission for Financing of Hospital 
Care organized by American Hospital Asso- 
ciation, a Life Insurance Company and the 
Blue Cross Commission.) Patch-work, stop- 
gap, sink-hole mental health programs are 
carrying us on a treadmill and really help- 
ing to maintain mental illness. These prac- 
tices do not provide for the future. Needless 
suffering exists. Money and human re- 
sources are wasted. This is not a parochial 
problem but a national one. Tackle it and 
plan on a countrywide basis. 

23. Establish a small committee of experts 
in social and political science and in govern- 
ment and business administration to study 
factors making for breakdown and success 
of state mental health programs and adminis- 
tration. The Flexner Report on medical 
education and the American College of Sur- 
geons study on hospitals incalculably im- 
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proved medical education and the quality of 
hospital service. A Flexner Report or Com- 
monwealth study on state mental health 
programs and administration is needed in 
this country. 

24. Promote research as the best and 
ultimate means for prevention. 


25. America has been a leader in indus- 
trial, applied, and, more recently, pure- 
science research. Let us turn our research 
ingenuity and technological skills to the men- 
tal health problem. It is a challenge to our 
scientific, economic, and humanitarian re- 
sourcefuiness. 
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COMMENT 


SOVIETIZED CHINESE MEDICINE 


The Chinese Medical Journal is the official 
organ of the Chinese Medical Association 
and is published by the “People’s Medical 
Publishers” in Peking. It is a venerable 
periodical, being now in its seventy-first year. 

The leading article in the July-August 
1953 number is titled “Learning from Ad- 
vanced Soviet Medicine” and is written by 
the president of the Chinese Medical Asso- 
ciation, Fu Lien-Chang, a Moscow-trained 
Communist. President Fu begins, “The 
Soviet Union is the Chinese people’s truest 
friend.” There follows a catalogue of medi- 
cal miracles wrought in China since the 
“Soviet friends” came in and showed Chinese 
doctors how to do things. A new start from 
scratch had to be made because the funda- 
mentals in the culture of “Old China” were 
all wrong. 


Soviet medical science is the most advanced in 
the world. It is based on the scientific method of 
dialectical materialism and its development is closely 
linked to the needs of the people. By mastering the 
science of dialectical materialism we could actually 
and correctly understand the physiological phenom- 
ena of the human body, investigate the causes of 
human disease and proceed to work out effective 
methods of prevention. . . . Our medical science of 
the past, copied from Britain, America, Germany, 
and Japan, was founded upon idealism and mechani- 
cal materialism and was therefore in many respects 
unscientific and divorced from the needs of the peo- 
ple... . We should oppose the blind worship of 
America and Britain and set ourselves against nar- 
row conservatism. We should fully realize that vig- 
orous growth and development of medical science in 
China is possible only through learning from the 
Soviet Union. 


The medical and public health work sup- 
ported by Western philanthropies and carried 
on in Old China for many years previous to 
the Red invasion, but of which President Fu 
takes no notice, is too well known to require 
comment. 

The cover of the September-December 
1952 issue of the Chinese Medical Journal— 
a thick double-number of 325 pages—bears 
the label in bold type “Special Number. 


Bacterial Warfare.” The introductory edi- 
torial note states: 

Ever since January, 1952, the peace-loving peoples 
of Korea and Northeast China have been the target 


of a cruel and inhuman bacteriological war waged 
by the U. S. armed forces. 


The material in this issue is a reproduction 

of a “Report of the International Scientific 
Commission for the Investigation of the 
Facts Concerning Bacterial Warfare in 
Korea and China (with appendices).” This 
report, published in October 1952, contained 
666 pages and 103 plates. The text appear- 
ing in the Chinese Medical Journal is reduced 
to half that length by the omission of many of 
the appendices. The editorial note declares: 
The evidences it contains are so overwhelming that 
no amount of denial or prevarication on the part of 
the U. S. Government can alter an iota its respon- 
sibility for its crime against humanity. 
Needless to say the Report includes “Deposi- 
tions of captured U. S. airmen admitting 
their participation in bacteriological war- 
fare.” 

Together with the September-December 
number, the Chinese Medical Journal pub- 
lished a 65-page Supplement, dated Decem- 
ber 1952, containing “Views of Chinese 
Scientists on U. S. Bacterial Warfare.” In 
his foreword the Editor says: 

In the Far East, the American imperialists’ ag- 
gressive war of intervention in Korea, followed up 


by the launching of bacteriological warfare, is now 
being further intensified. 


The International Scientific Commission 
came to its conclusions “reluctantly because 
its members had not been disposed to believe 
that such inhuman technique could have been 
put into execution.” And the Editor adds: 

They could not believe their eyes when they saw 
this crowning monstrosity of U. S. imperialism and 
in the goodness of their hearts they could not ac- 


cept that “man’s inhumanity to man” could assume 
such hideous proportions.” 


This combined issue of the Chinese Medi- 
cal Journal of nearly 400 pages with its 
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fantastic medley of illustrations deserves 
preservation as a collector’s item for the 
curiosa file of the medical historian. 

It remains to say that a quite special exhi- 
bition is staged in the March-April 1953 
issue of the Chinese Medical Journal com- 
memorating the death of Stalin. The cover 
is draped in black and a_black-bordered 
portrait of Stalin furnishes a frontispiece. 
The leading article is by Mao Tse-Tung and 
is titled ‘““The Greatest Friendship.” A few 
quotations will be more than enough. 


Joseph Vissarionovich Stalin, greatest genius of 
the present age, great teacher of the world Com- 
munist Movement, comrade-in-arms of the immortal 
Lenin, has departed from the world. . . . Comrade 
Stalin represents our entire New Era. ... The 
cause of justice, of People’s Democracy and Social- 
ism has achieved victory on a tremendous scale over 
a territory containing one-third of the earth’s popu- 
lation—more than 800 million people ; moreover, the 
influence of this victory is spreading daily to every 
corner of the globe . . . an invincible force, a force 
that will guide those peoples who are already vic- 
torious from one fresh victory to another and lead 
all who are still groaning under the oppression of 
the old vicious capitalist world to strike coura- 
geously at the people’s enemies. . . . The victory of 
socialist construction in the Soviet Union is not only 
a victory of the Soviet people, but also a common 
victory of the people of the whole world. Everyone 
knows that Comrade Stalin warmly loved the Chi- 
nese people. . . . He contributed his lofty wisdom 
to the problems of the Chinese revolution... . 
There is not the slightest doubt that the world camp 
of peace, democracy and Socialism headed by the 
Soviet Union will be still more united and become 


still more powerful ... Any imperialist aggres- 
sion will be smashed by us; all foul provocations 
will be of no avail . . . the great friendship between 


the peoples of China and the Soviet Union is un- 
breakable. . . . Let ali imperialist aggressors and 
warmongers tremble before our great friendship. 


Pace Ozymandias! 


There follow a few remarks by Fu Lien- 
Chang, president of the Chinese Medical 
Association, among which: 


We medical workers . . . must redouble our efforts 
to ensure the continued success of our movement to 
resist America and aid Korea, our struggle against 
bacteriological warfare and our mass health cam- 
paign. ... The great friendship between our coun- 
try and the Soviet Union will be everlasting and 
evergrowing. To learn from the Soviet Union is 
our steadfast aim. ... All the enemy’s plots and 
machinations will be utterly smashed by us! 


Then, in “New China’s Achievements in 
Health Work” by the Director of the 
Shanghai Medical College and Vice-Presi- 
dent of the Chinese Medical Association, 
Dr. Kung Nai-Chuan informs his readers: 


In order to realize the great significance of our 
achievements in public health since the liberation, it 
is necessary to understand the state of the people’s 
health and of the public medical service before 1949 
. . . the Koumintang regime was completely indif- 
ferent to the health and lives of the people. In the 
20 years of its rule only a very limited number of 
medical and health institutions was established. 
Most of them were so poorly equipped and staffed 
that they existed in name only . . . the foundation 
of health work left by Old China was indeed very 
weak. After liberation, however, under the inspiring 
leadership of Chairman Mao Tse-Tung New China 
has made brilliant achievements in public medical 
service .. . etc. 


In characteristically restrained language the 
marvels of New Red Chinese medicine are 


‘modestly set forth. Director Kung concludes : 


The achievements enumerated above, just as Chair- 
man Mao Tse-Tung has said of the victory of the 
people’s revolution, are only the first step taken on 
the Ten Thousand Miles Long March. 


This number of the Chinese Medical Jour- 

nal ends with a report of the meeting of the 
Chinese Medical Association at Peking in 
December 1952 by President Fu Lien-Chang. 
His language follows the familiar pattern of 
his statements quoted above. He does not 
omit a final salute to the United States: 
As we all know, as long as U. S. imperialism exists 
so long will there be machinations aimed against our 
safety. To protect our peaceful lives, therefore, our 
task is to continue our struggle against the enemy. 
. . . Our scientists have rightly challenged and ex- 
posed the unscientific and prevaricating statements 
put out by the enemy in attempting to deny their 
germ war crime. U. S. imperialists will continue 
their effort to deceive the public, and our scientists 
must be ready to deal with their false propaganda. 


In all this mass of material that continues 
to occupy the pages of the official publication 
of the Chinese Medical Association and re- 
flect the mass-mind of those in control there 
is of course nothing new. It is perhaps 
worthwhile, however, to place some of it on 
record here as indicating a type of medical 
journalism unfamiliar in the West but which 
currently dominates the formerly esteemed 
Chinese Medical Journal. 
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MEDICAL WRITING 


The January 1954 issue of the Mississippi 
Valley Medical Journal (Quincy, Ill.) con- 
tains the papers comprising the Symposia on 
Medical Writing conducted at the 1oth 
annual meeting of the American Medical 
Writers’ Association, Springfield, IIl., in 
September 1953. 

This is a timely presentation and deserves 
the attention of contributors to medical publi- 
cations of whatever type. Contributors to 
psychiatric journals, perhaps more than 
others, can profitably seek guidance from the 
various authoritative reference texts that are 
now available. 

Manuscripts submitted to this Journal fall 
into 3 general classes: (1) Excellently con- 
structed articles with texts so clean as hardly 
to require any editorial retouching ; happily 
manuscripts in this category are numerous 
and increasing. (2) Fairly well constructed 
articles requiring a moderate amount of re- 
vision, which might be regarded as normal 


editorial obligation. This category outnum- 
ber both the others together. (3) Articles so 
poorly written that editorial revision cannot 
be undertaken. Such manuscripts, which 
fortunately are not very numerous, have to 
be declined, or, perhaps, returned to their 
authors for rewriting. 

Many reference works that writers may 
profitably consult for advice in preparing 
manuscripts and avoiding common faults of 
composition may be mentioned: A Manual 
of Style, Chicago: The University of Chi- 
cago Press; Recurrent Maladies in Scholarly 
Writing, edited by Eugene S. McCartney, 
Ann Arbor: The University of Michigan 
Press. 

The Symposia on Medical Writing, re- 
printed from the Mississippi Valley Medical 
Journal, mentioned above, may be obtained 
at the printing cost of 20¢ by sending stamps 
to Dr. Harold Swanberg, Secretary, Ameri- 
can Medical Writers’ Association, W. C. U. 
Building, Quincy, Ill. 


OCCAM’S RAZOR 


William of Occam said: “It is vain to do with more what can be done with fewer.” All 
scientific reasoning is based on the derived statement: “Entities are not to be multiplied 
without necessity.” This rule is also called the lex parsimoniae. Complicated or involved 
explanations and procedures of all kinds are to be avoided when simpler ones suffice or 


achieve the desired results. 


WORDS 


Words are the physicians of a mind diseased. 


—AESCHYLUS 


A word fitly spoken is like apples of gold in pictures of silver. 


—PROVERBS 25:11 


And many a word at random spoken 
May soothe or wound a heart that’s broken. 


—Scotr 


Think not that thy word and thine alone must be right. 


—SopHOCLES 


Who is this that darkeneth counsel by words without knowledge? 


—Jos 38:2 
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MENTAL HospitaL CONSTRUCTION.—In new construction will find it to their advan- 
a survey by the Mental Hospital Architec- tage to consult with the project staff since 
tural Study Project of The American Psy- valuable data have already been collected 
chiatric Association, initiated in mid-1953, which may prove helpful to them. 

inquiries were sent to 194 public mental hos- Communications should be addressed to 
pitals. Replies were received from 151 in 46 the Director, Mental Hospital Architectural 
states (78%). Tabulation of the replies Study Project, American Psychiatric Asso- 
yielded the following data: ciation, 1785 Massachusetts Avenue, N. W., 
Washington 6, D. C. 


New Mental Hospitals (Complete Plants) 


Built since 1946......... 3 
Under construction ...... 3 AGING AND RETIREMENT.— The Ameri- 
Planned in next 5 years.. 2 can Journal of Sociology publishes in the 


January 1954 number an important sym- 


ivi i ent Build- A 
Receiving and Intensive Treatment But posium on aging and retirement. This is a 


valuable contribution to geriatric literature 
as well as to the study of the economic and 
in pears... social problems of persons after retiring age. 
ca Twelve contributors deal with various 
ee Geriatric Buildings aspect of the subject. Prof. Ernest W. Bur- 
a Built since 1946........- 58 gess, who is special editor for this issue of 
a Under construction ...... 2 the American Journal of Sociology, con- 
‘ee Planned in next 5 years,. 15 tributes to the symposium a paper entitled 
ba Medical and Surgical Buildings “Social Relations, Activities, and Personal 
Aor Built since 1946......... 28 Adjustment. 
a Under construction ...... 4 
Planned in next 5 years.. II BROOKLYN PsycuiaTric SocieTy.—The 
i ; Continued Treatment Buildings following officers have been elected for 1954- 
es Built since 1946......... 75 55: President, Dr. Joseph L. Abramson ; 
- Under construction ...... 10 vice-president, Dr. Morton H. Hand; secre- 
3 Planned in next 5 years.. 64 tary-treasurer, Dr. David M. Engelhardt. 


542 Elected to the executive committee for 1 year 

18 were: Drs. Morris Riemer and Julius Nel- 

son; for 2 years, Drs. Nathan Beckenstein 

o Planned in next 5 years... 4 and Matthew Brody. Members of the coor- 

La dinating committee are Drs. Sam Parker and 

- Buildings for Disturbed Patients David M. Engelhardt. 

ie Built since 1946......... 24 
ts Under construction ...... 8 

. Planned in next 5 years.. 8 PROBLEMS OF THE AGING.—Beginning 


April 15, 1954, Dr. Martin Gumpert, New 
Dr. John L. Smalldon, director of the York City, will deliver a 6-lecture series on 
Study Project, notes that despite the con- problems of the aging at the Kessler Institute 
siderable new construction reported, much For Rehabilitation, West Orange, New 
more is needed to provide ad¢quate accom- Jersey . The lectures, to be given 1rom 7 :30- 
modation for the mental patients requiring 9:00 p.m. on consecutive Thursdays, are 
hospital care. open to the public and will be designed 
Mental hospitals that are now planning primarily for a lay audience. 
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Admission to the 6 lectures is $5.00 or 
$1.00 per single lecture. For further infor- 
mation write Miss Joyce Collins, Registrar, 
Kessler Institute For Rehabilitation, West 
Orange, New Jersey. 


1954 INDUSTRIAL HEALTH CONFERENCE. 
—This conference will be held at the Hotel 
Sherman, Chicago, Illinois, from April 24-30, 
1954. Registration fee is $3.00. 

Associations attending the conference, 
which will include business and scientific 
sessions, are the Industrial Medical Associa- 
tion, American Conference of Governmental 
Industrial Hygienists, American Industrial 
Hygiene Association, American Association 
of Industrial Dentists, American Association 
of Industrial Nurses, Inc., and the U. S. 
Navy Industrial Health Conference. 

For information and reservations write 
Miss Catherine Lowery, Reservations Man- 
ager, Industrial Health Conference, Hotel 
Sherman, Chicago 1, Illinois. 


CARNEGIE CORPORATION GRANTS FOR 
EpucaTION AND MENTAL HEALTH.—In its 
forty-second annual report, stressing support 
of higher education as one of its central aims, 
the Carnegie Corporation of New York lists 
grants totaling $5,037,113 for the 1952-53 
fiscal year, bringing the total amount given 
out by this foundation since its establishment 
in I9I11 to $236,960,147. Founded by 
Andrew Carnegie “for the advancement and 
diffusion of knowledge and understanding,” 
the Corporation makes grants only from the 
income of its assets. 

The report states: “American higher edu- 
cation is without parallel in the history of 
human societies. No other nation has ever 
undertaken to provide advanced formal edu- 
cation for so large a proportion of its youth ; 
and no other nation has ever tried through 
its system of higher education to serve such 
an astonishing variety of needs for the indi- 
vidual and society.” 

More than two million dollars went to 
support educational programs during the 
year under review, and in the social sciences, 
another major interest of the Corporation, 
$771,200 supported 16 special projects. 
Among these, $100,000 was awarded to the 


Haskins Laboratories in New York for psy- 
chophysical research on auditory patterns in 
speech perception and $50,000 to the Na- 
tional Association of Mental Health toward 
support of its educational program. 


Dr. Lawrence C. Kos to Heap N. Y. 
PsYCHIATRIC INSTITUTE.—Announced 
jointly by Dr. Newton Bigelow, Commis- 
sioner of Mental Hygience, and Dr. Willard 
C. Rappleye, dean of the faculty of medicine, 
is the appointment of Dr. Lawrence C. Kolb 
of the Mayo Clinic, Rochester, Minn., as 
director of the New York State Psychiatric 
Institute and professor of psychiatry, Co- 
lumbia University. 

At the Psychiatric Institute, which is the 
hub of the broad research and teaching pro- 
gram of the New York State Department of 
Mental Hygiene, Dr. Kolb succeeds Dr. 
Nolan D. C. Lewis who retired from state 
service last September. 

A native of Baltimore, Md., Dr. Kolb re- 
ceived his B. A. degree from Trinity College, 
Dublin University, Dublin, Ireland, and was 
graduated in medicine from Johns Hopkins 
University. Following several years as in- 
structor in neurology at Johns Hopkins Uni- 
versity, he served with the U. S. Naval 
Reserve, holding the rank of commander in 
the medical corps. Between this service 
period and that at the Mayo Clinic, Dr. Kolb 
was consultant to the U. S. Naval Hospital, 
Bethesda, Md., and director of research 
projects at the National Institute of Mental 
Health. 

He assumes his new duties at New York 
State Psychiatric Institute and Hospital and 
Columbia University July 1, 1954. 


OUTPATIENT CLINIC ESTABLISHED IN 
St. Paut.—Dr. Clarence J. Rowe will be 
the director of a newly established outpatient 
psychiatric clinic for adults in St. Paul, 
Minnesota, according to Mrs. James E. 
Kelley, president of the Hamm Foundation, 
which is providing for the establishment of 
the clinic. 

The psychiatric center will provide free 
or part-pay treatment of mental illness for 
persons who are unable to meet the cost of 
private care. Only patients referred by phy- 
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sicians, public health agencies, other outpa- 
tient clinics, the courts, and social agencies 
will be accepted. 

Location of the clinic, not yet definitely 
determined, will probable be in a downtown 
office building. 

Dr. Rowe is an assistant professor in the 
department of psychiatry and neurology in 
the School of Medicine of the University of 
Minnesota. His appointment becomes effec- 
tive July 1, at which time the clinic is 
expected to begin operation. 


New JERSEY NEUROPSYCHIATRIC Asso- 
CIATION Exects OFrricers.—For the calen- 
dar year 1954, this Association’s newly 
elected officers are: Dr. Frank Pignataro, 
Red Bank, N. J., president; Dr. Lawrence 
Evans, Englewood, president-elect ; Dr. Ira 
Ross, Newark, secretary; Dr. Evelyn Ivey, 
Morristown, treasurer. Trustees are Drs. 
Robert Garber, Skillman; Leon Reznikoff, 
Weehawken; David McCreight, Marlboro; 
Thomas Fitch, Plainfield; William Furst, 
East Orange ; and Luman Tenney, Princeton. 


VOILA LA DIFFERENCE 


An anecdote is told of Voltaire and an Englishman, which admirably illustrates [the de- 
pendence of mind upon body]. The conversation between the two happening to turn upon 
the miseries of life, the ennui of the Frenchman and the spleen of the Englishman so far 
agreed that they decided existence was not worth having, and determined to commit suicide 
together on the following morning. The Englishman arrived punctually, provided with the 
means of destruction, but the Frenchman was no longer in a suicidal humour, for on the 
other proceeding to the execution of their project, Voltaire amusingly interposed: “Par- 
donnes-mot, monsicur, mais mon lavement a trés bien opéré ce matin, et cela a changé 


—Anprew Wynter, M.D., M.R.C.P. Lond., 


toutes ces ideés la.” 


The Borderline of Insanity, 1875. 
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Dre KOrPERLICHEN BEHANDLUNGSVERFAHREN IN DER 


Psycuiatriz. I: Dim INSULINBEHAND- 
LUNG. By Max Miiller. (Stuttgart: Georg 
Thieme Verlag, 1952.) 


In a brief review, it is difficult to do jsutice to 
the comprehensiveness and general accuracy of this 
book by Doctor Max Miller, entitled “Projected 
Series of Tests and Handbooks” under the over-all 
title Die Kérperlichen Behandlunsverfahren in der 
Psychiatrie.” In this one small volume he has 
managed to bring together the accumulation of facts 
gathered in 25 years of almost world-wide experi- 
ence with insulin therapy. It is quite unmistakably 
written out of knowledge not only of his own years 
of clinical work but also, as the bibliography testi- 
fies, out of an exhaustive acquaintance with the 
work in this fieid wherever it has been done. 

Professor Miiller himself belongs to that group 
of medical men who were among the first to ap- 
preciate the potentialities of this new form of psy- 
chiatric treatment, and has been employing it on a 
large scale for more than two decades. His book 
bears witness to his intimate knowledge and great 
understanding of the intricacies of the insulin 
therapy. 

Doctor Miiller is not an “armchair strategist,” 
giving out advice without the prior testing of active, 
personal experience. His descriptions of the tech- 
niques of application of the insulin treatment could 
hardly be improved. He gives a wealth of detailed 
practical information which will be invaluable to the 
therapist applying this treatment. Only a thoroughly 
experienced physician, of whom Professor Miiller is 
an outstanding example, is aware of the enormous 
importance of these details which the less experi- 
enced so frequently either overlook or do not rec- 
ognize. A careful study of this book will help the 
conscientious therapist to achieve the success so im- 
portant to the recovery of his patient, since it will 
supply answers to a wide variety of questions that 
may avise, as well as enriching his general knowl- 
edge of the Sakel technique. 
~ Doctor Miiller offers a thorough description of 
the psychiatrically therapeutic attributes of insulin. 
His citations from the literature are ample and de- 
finitive. He gives exhaustive information on how to 
individualize the use of insulin to achieve the great- 
est possible therapeutic success. And he corrobo- 
rates and re-emphasizes the distinction, to which 
this reviewer had called attention in his earliest 
writings on the insulin therapy, between the useful 
and nondangerous early convulsion and the dan- 
gerous but sometimes necessary late convulsion, at 
the sarne time giving instructions on how to deal 
with this later situation. 

It is, however, to be hoped that in the next edition 
of this handbook, Professor Miiller will go into a 
little more detail concerning the place of the so- 
called “dry-shock,” or convulsion, in the insulin 
treatment. Of course, Doctor Miller himself knows 


that in the course of the treatment the convulsion is 
just a different physiological high-point from the 
coma, although it occurs less frequently and is less 
predictable. 

He touches on this point in scattered parts of the 
book. But in cursory reading it might be overlooked 
and therefore give rise to a false appraisal of the 
facts. If all the scattered references were brought 
together in the early part of the book, this would 
serve to emphasize more clearly the basic impor- 
tance of both convulsion and coma as the two intrin- 
sic forms of the insulin shock. Juxtaposing their 
particular different roles in achieving specific thera- 
peutic results would further reinforce this necessary 
emphasis, and avoid the serious misunderstanding 
of the vital importance of each of these factors to 
the total shock treatment. Unfortunately, this very 
misunderstanding has already become wide-spread 
as is seen by the substitution of such partial mechan- 
ics as electrical or metrazol convulsions for the full 
insulin therapy. 

Doctor Miiller also discusses the rationale under- 
lying the original hypothetical assumptions of the 
Sakel treatment, namely, that the cause of schizo- 
phrenia stems from metabolic and endocrinologic, 
toxic disturbances of the brain cells. The author 
presents a significant mass of evidence confirming 
this thesis, as found in the literature. He considers 
at some length and with great clarity all the original 
major and minor clinical observations which were 
reported in the reviewer’s presentation of the insulin 
treatment. He reminds his readers that from its in- 
ception, and in spite of the fact that the main effect 
of the treatment seemed to be physiological, the 
Sakel method laid emphasis on the necessity and 
value of a psychotherapeutic adjuvant to the use of 
insulin. Since this has frequently been overlooked, 
it is good to see it recalled so clearly. 

Certainly there are some minor errors in Doctor 
Miiller’s book. A man who has so long and actively 
used and advocated the Sakel treatment and keeps 
himself constantly informed on the ever-mounting 
publications concerning it, is bound to fall into oc- 
casional confusions of dates and small misinterpre- 
tations of data. However, these may well be over- 
looked in the face of the general excellence of the 
presentation Doctor Miiller has given us, his thor- 
oughness and his objectivity. The book is to be 
highly recommended and should not be missing from 
the desk of anyone who is employing the shock 
treatment. 

MAnrrep SAKEL, M.D., 
New York City. 


THe Communist Conspmacy. By Stephen King- 
Hall. (London: Constable & Co., Ltd., 1953. 


Price: 15s; New York: Macmillan. Price: 
$3.00; Toronto: Longmans, Green & Co., 
Price: $3.00.) 


; If psychiatry, starting out as treatment of mental 
disease, expanded to take in measures for preven- 
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tion; then further, taking a positive view, empha- 
sized all-round promotion of individual mental 
health; and if then, realizing that the individual is 
naught except as a social unit, it found a part to 
play in the field of social sanity; and if it thinks 
of “society” as meaning the people of the world, 
both those in the open fields and those hemmed in 
behind an iron curtain, then psychiatrists will profit 
by studying this book; and not only psychiatrists 
but psychologists concerned with psychological war- 
fare, sociologists analyzing the ingredients that 
make up such a compound as Soviet Russia, in fact 
everyone who requires a textbook of Communist 
aims and methods and of possible ways of averting 
the world blight that Communism threatens. 

The Communist Conspiracy is such a textbook. 
It is not too bulky for convenience (225 pages) and 
yet amply detailed to give essential facts, many of 
which are not accessible to the commonality of read- 
ers, and many of which will prove shocking, per- 
haps incredible, to those not fully informed. 

The important feature of this book is the authen- 
ticity of the data compiled—namely official state- 
ments of Communist leaders and organs. For the 
guidance of party members the Hitlerian pattern of 
plain talk is followed, for the rest of the world the 
technique of the “false flag.” 

Commander King-Hall, a former M. P., visited 
Moscow in 1945 as a member of a parliamentary 
delegation that conferred with Stalin in the Krem- 
lin. He had occasion then to observe official Com- 
munist double talk. While Stalin was expressing 
his appreciation of the invaluable help Russia had 
received from Britain and America the official Com- 
munist press was full of complaints that Russia’s al- 
lies were not fighting. 

Systematic double talk as an accepted Communist 
instrument of aggression—saying one thing and 
meaning the opposite—is a subject to which the au- 
thor gives extended and well-documented attention. 
Chapter 10, titled “Prostituting Peace,” describes 
the continuous intensive campaign to advertise Rus- 
sia as the one great peace-loving and peace-promot- 
ing country in the world, while the West, and par- 
ticularly the United States and Great Britain, who 
do not see eye to eye with the Kremlin as to the 
meaning of the word “peace” are ipso facto the war- 
mongers and the enemies of world society. Peace 
organizations, Communist sponsored, have sprung 
up in various parts of the world and have attracted 
numerous careless customers who have signed their 
names probably without realizing, in some cases, 
that they were giving their adherence to Red sub- 
versive activities. Moscow has taken special pains 
to gain dupes in this way among the clergy,! among 
teachers, artists and writers, among doctors and sci- 
ence workers, among women’s and youth organiza- 
tions, everywhere among the peace-at-any-pricers. 


1 Evidence is before the Un-American Activities 
Committee of the U. S. House of Representatives 
(New York Times, Sept. 12, 1953) to the effect 
that, despite disclaimers in high places, the clergy 
is no more immune to Red infection than other oc- 
cupational groups. 


From the beginning a dominating objective has 
been the communizing of the trade unions. The 
gospel according to Lenin reads: “We must be able 
to resort to all sorts of stratagems, manoeuvres, il- 
legal methods, evasions and subterfuges only so as 
to get into the trade unions, to remain in them, and 
to carry on Communist work within them at all 
costs.” The guiding pattern is that of trade unions in 
Russia—“The Party is the controlling force in all 
these organizations” (Kaganovich, 1933). Shvernik, 
head of the Soviet trade unions, described them as 
“schools of Communism, the transmission belt from 
the Party to the masses” (1933). “The Party is 
responsible for the general line adopted by the trade 
unions” (Moscow Radio, 1951). When the unions 
in the several countries have been lined up concerted 
action through the World Federation of Trade Un- 
ions will be directed toward overthrowing, with 
force if necessary, national governments in all non- 
Communist countries. The early stages of the cam- 
paign are already well known—waving the false 
flag of peace, fomenting strikes and sabotage, urg- 
ing disarmament and destruction of atomic weapons, 
and by preaching pacifism generally, with lurid pic- 
tures of the horrors of war, to lower morale and 
soften resistance in countries that might thus more 
easily become victims when the hour of attack shall 
strike. 

The policy of aggression is shown to have been 
followed throughout with advances and tactical re- 
cessions, infinite detail in manoeuvring, radical 
shifting in strategy to meet contingencies as they 
arise; and withal “to capture the minds of men, not 
in the belly of a Trojan horse but on the wings of 
a Picasso dove cooing the word PEACE.” 

Marshalling the evidence of Russia’s Juggernaut 
progress in the subjugation of racial groups within 
and other nations without the U.S.S.R., the author 
exhibits the ultimate goal of Communist aggression 
which demands “world control and absolute cen- 
tralization of all aspects of the life of the world’s 
population under Moscow control. It is a total 
imperialism.” 

In the Kremlin vocabulary there are 2 kinds of 
wars—-wicked and holy. An example of the former 
is, of course, the “aggressive” war of the UN in 
Korea. The other kind Soviet leaders explicitly de- 
fine: “We view with favor any war which is de- 
signed to serve the aims of Russian policy.” “We 
support a liberating anti-imperialist revolutionary 
war despite the fact that such a war, as is well 
known, is not only not devoid of ‘horrors of blood- 
shed,’ but even abounds in such horrors” (Stalin). 
“What grandeur, beauty and nobility distinguish the 
just, liberating people’s war. The highest, most 
noble qualities of the people’s spirit are revealed in 
the bloody trials of battle, in the soldier’s .rduous 
task . . .” (Moscow Literary Gazette, June 21, 
1951). “If war is waged by the proletariat. .. 
with the object of strengthening and extending So- 
cialism, such a war is legitimate and ‘holy’” 
(Lenin). 

Having thus established that any war initiated by 
Russia for the destruction of capitalist states in the 
rest of the world is glorious znd holy, the Kremlin 
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proceeds to show that such a war, however delayed, 
is inevitable. And just here is a characteristic ex- 
ample of Communist double talk. When speaking 
with the voice of the dove they assure us that it is 
perfectly possible for Communism and capitalism to 
live peaceably side by side. When speaking with the 
voice of Lenin: “The existence of the Soviet Re- 
public side by side with imperialist states for a long 
time is unthinkable. One or the other must triumph 
in the end. And before that end supervenes a series 
of frightful collisions between the Soviet Republic 
and the bourgeois states will be inevitable.” 

The facts of Russia’s long-drawn-out and con- 
tinuing warfare with the free world Stephen King- 
Hall has clearly and authoritatively set forth in this 
textbook—authoritatively because the statements of 
facts come directly from the mouths of Communist 
leaders themselves. 

Perusing this book with its pictures of Utopia in 
the U.S.S.R. one’s thoughts turn to that other kin- 
dred Utopia horridly depicted in George Orwell’s 
Nineteen Eighty-Four and to the party slogan that 
seems like an echo from behind the Iron Curtain. 

“War is Peace. 
Freedom is Slavery. 
Ignorance is Strength.” 
3.2. 


Tue Inswe Story. By Fritz Redlich, M.D. and 
June Bingham. (New York: Knopf, 1953. 
Price: $4.00.) 


Every now and then those of us who take home 
from the office our daily new book to read in the 
field of psychiatry, psychology, sociology, biology, 
general science, etc. get a big surprise. This book 
is one. It turns out to be interesting without being 


an intellectual chore. So many new ideas and 
formulations are coming out now that we have to 
run as fast as we can to stay where we are. But 
here is a book that doesn’t tell us anything new. It 
presents in a new way facts that are “old” to us, 
but new and valuable to unseen thousands of readers 
who are groping for information about themselves 
which they can read without too much pain and with- 
out confusion. This book, for all that it is “old 
stuff” to us, is presented in so brilliantly clever and 
interesting a way that every psychiatrist will enjoy 
it. 

Here’s the idea: On nearly every page there is 
a cartoon. They are clever cartoons, taken from a 
score of current publications such as .The New 
Yorker and the Saturday Evening Post. They are 
interspersed in the text, apparently haphazardly, but 
this distribution is really not haphazard; indeed, 
and here is one of the cleverest things of all: the 
text in the vicinity of the cartoon deals with the 
very point which the cartoon makes. “A baby sister 
is all right,” says a little boy wheeling a pram 
which has been stopped by an admiring passerby, 
“but there are a lot of things we needed worse.” 
And right beside this picture is text about sibling 
rivalry and self-love and the child’s reaction to the 
withdrawal of parental love and so forth. “It is a 
little play they worked out,” says the kindergarten 
teacher in a cartoon of a bunch of little kids admir- 


ing one of their number who has undressed herself, 
and the text (pretending that it hasn’t even noticed 
the cartoon), goes right along about how the small 
child’s “interest in its own body usually precedes 
interest in other people’s bodies. This subsequent 
curiosity. . . .” 

The text itself is written in a sprightly, lucid, 
simple English style which, even without cartoons, 
would be good; supplemented by them, it is superb. 
Perhaps nothing illustrates the intelligent planning 
of the book better than Fritz Redlich’s “prescrip- 
tion,” written on a prescription blank, if you please, 
which serves as the introduction: “Look at the 
cartoons,” it says, “enjoy them as much as you 
can. Read the text when you feel like it. . . . Let 
some time pass. ... Look at the cartoons again. 
You may know more about them and. yourself and 
enjoy them even more.” 

I can’t end this review without commenting on 
the glossary which does the very sensible and proper 
thing of defining words in two ways—in the sense 
conveyed by the word to the doctor and in the sense 
in which it is often used by laymen. The contrast of 
this dual definition makes most interesting reading. 
Look for example at “ego.” You can imagine the 
contrast here without my quoting it, or look at am- 
bivalence, or personality, or phobia, or mania. 

There is a school of thought which holds that no 
book review is adequate if it contains no criticisms. 
The only criticism of this book I could think of re- 
lates to the bibliography. It is not bad, but I think 
it could be better. Some books are included which 
I think are too technical and some which I like are 
omitted. And it would be in keeping with the clarity 
and uniqueness of this book if the general thesis of 
some of the items in the bibliography were cited 
briefly so that the readers would have somthing to 
go on, aside from the title. And just to show how 
unfair and biased I am, there actually is some com- 
ment on two or three of the books, including a book 
I wrote, but I don’t agree with the summary given 
for it. So you can write off all the rest of this 
captious criticism, and buy two copies of the book, 
one for your office waiting room and one for your 
bedside table. 

Kart A. MENNINGER, M. D., 
Topeka, Kansas. 


Hope For THE TrouBLep. By Lucy Freeman. (New 
York: Crown Publishers, 1953.) 


This book, written by a former newspaper re- 
porter with a strong bias in favor of psychoanalysis, 
may do much to vitiate the progress made in psy- 
chiatric research during the past 18 years through 
electrical, insulin, and other physiological methods. 
The author, who was herself “sorely troubled” be- 
fore her prolonged psychoanalysis, described herself 
and her personal problems in extremely frank detail 
in her first book Fight Against Fears, written 3 
years ago. Her utter frankness in describing her 
mental catharsis is phenomenal, and that book will 
stand as an important document that will help any 
person considering psychoanalysis, to understand 
what that treatment involves. 
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It is necessary however to consider her latest 
literary effort in the light of the bias she so frankly 
expresses. In Chapter 13 titled “There Is No 
Magic,” her hurricane-like denunciation of the vari- 
ous physiological methods that have brought a ray 
of hope to multitudes of patients and their families 
will do untold harm to many seeking help, who may 
be deterred from seeking it where it is available. 

Miss Freeman attempts to generalize on the basis 
of one case—her own—and draws wholly unwar- 
ranted conclusions which she propounds as authen- 
tic advice for all other troubled persons, neurotic, 
psychotic, or otherwise. Nothing could be more un- 
scientific or injurious than such advice. Long ago 
the medical profession learned that no single case is 
adequate for drawing sweeping conclusions regard- 
ing the treatment of others. 

The chief defect of the book therefore, is the au- 
thor’s utter lack of experience with the treatment 
methods she castigates. One would hardly expect a 
person who had never held a scalpel or observed an 
operation, to pose as an authority on laparotomy! 
Obviously she conducted a tremendous reading re- 
search before writing this book, but from this read- 
ing she has not learned that the aim and purpose of 
all physiological methods is to aid the psychothera- 
peutic effort, psychoanalytic or otherwise, in those 
persons not amenable to this treatment, because of 
the existent psychosis. Psychoanalysis is of little 
avail if the patient suicides during the early stages 
of an attempted analysis! 

The uncritical reader will be left with the implica- 
tion that the exaggerated claims of less than a hand- 
ful of analysts are the final word in the treatment 
of schizophrenia—an opinion that is not endorsed by 
their analytic colleagues. The reader will also be 
led to believe that the information and opinions in 
the booklet Psychiatric Shock Therapy published by 
the National Association for Mental Health are to 
be rejected, though it was a careful survey reporting 
experience gained from over 250,000 patients from 
all parts of the country, treated by shock therapy. 
He would also be led to believe that the many hun- 
dreds of scientific papers demonstrating the value of 
shock therapies, published in medical and psychiatric 
journals during the past 20 years, should be ignored 
by present-day psychiatrists. Consider but one 
sphere where such a rash course would be tragic— 
the treatment of the suicidally inclined: Should we 
abandon shock treatment which has given the great- 
est hope in severe melancholia and regress in our 
psychiatric therapy to the higher suicidal death rate 
which prevailed before shock therapy was intro- 
duced? Would our medical colleagues in other fields 
call this progress? 

Knowing many able psychoanalytic confreres as 
I do, I believe they would share with me the con- 
viction that Miss Freeman has done to both psychi- 
atry and psychoanalysis a great disservice. It is in- 
teresting to note, by the way, that no psychoanalyst 
wrote an endorsing introduction to this book. 

The smoke pall created by the chapter “Outposts 
of Terror,” the author’s concept of our mental hos- 
pitals, should serve as a challenge for all psychi- 


atrists serving in our state, county and veterans 
hospitals, to inform the public of the progress over 
the years, and let the public judge whether these 
hospitals are “Outposts of Terror” or Havens of 
Help for many troubled people. 

The author, although inexperienced in psychiatry, 
does have a facile pen, but the lay public is not al- 
ways able to evaluate unauthentic propaganda prop- 
erly, in contrast with sound professional advice from 
a doctor who has had actual experience with psy- 
chiatric patients. 

How unfortunate that such a gifted writer should 
allow her emotional bias to nullify the book’s value 
to the laity when it’s title offers such promise! 

T. A. Rostr, M. D., 
East Orange, N. J. 


Tue BritisH ENCYCLOPAEDIA OF MEDICAL PRACTICE. 
MepicaL Procaess—1953. Edited by The Lord 
Horder, G.C.V.P., M.D., F.R..C.P. (Lon- 
don: Butterworth & Co., 1953.) 


Increasing specialization in medicine puts empha- 
sis on the same problem as arises in the development 
of society—the division of labor. This means that 
there is all the more need for greater integration 
and co-operation among the laborers as things be- 
come more numerous, more different, and therefore 
more complex. As Hughlings Jackson so truly said, 
“specialists have to justify their differentiation,” and 
they can do this only by realizing that increasing 
differentiation without increasing definiteness would 
be only confusion though differentiation is not the 
whole of the doctrine of evolution. The factors in 
progressing evolution, according to Herbert Spencer 
(to whom Jackson felt himself so profoundly in- 
debted) are: (1) differentiation, increasing; (2) 
definiteness, increasing: (3) integration, and (4) 
increasing co-operation. 

In the 1953 volume of Medical Progress is ex- 
pressed the realization of this theme. Part I is de- 
voted to Critical Surveys of various specialties. The 
advances in applied physiology and biochemistry, 
have, of necessity, thrown the specialties of surgery, 
anaesthesia, obstetrics, and gynecology, etc. into the 
province of the physician and the physiologist. 
Charles Wells in his Survey of Surgery points out 
the value to all concerned and to all medical fields 
in the development of this closer and true partner- 
ship. More than ever then does this volume illus- 
trate those factors making for the progress of evolu- 
tion in the society of medical laborers—those of 
integration, co-ordination and co-operation—all in- 
creasing. The Critical Surveys cover different 
lesser divisions of medicine and surgery each year, 
so that over a time all are included. Among the 
list now is, for example, one on Paediatric Surgery, 
and one on Urethral Injuries and Diseases. The 
latter is most comprehensive. Part III as usual 
consists of a judicious choice of abstracts of the 
literature. This volume maintains the standard of 
previous years. 

Trevor Owen, M.D., 
University of Toronto. 
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SCIENTIFIC AND TECHNICAL EXHIBITS 


Convention Hall, Kiel Auditorium, St. Louis, Missouri 


The members of The American Psychiatric Association have always shown interest in the 
Exhibit Sections of the meeting and, therefore, the exhibits have been carefully selected 
for newness and applicability in this particular field of medical practice. You are cordially 
invited to visit the exhibit sections, and any comments or suggestions you have to offer 
will be welcome. 


AMERICAN PSYCHIATRIC ASSOCIATION MEETING 
INDUSTRIAL EXHIBITS 


The American Laundry Machinery Co.—Booth 34 
The Anderson School—Booth 16 

Association of American University Presses—Booth 20 
Ayerst, McKenna & Harrison, Ltd.—Booth 15 

A. W. Barnhart Co.—Booth 31 

Robert Brunner—Booths 53 and 54 

Burroughs Wellcome & Co. (U.S.A.), Inc.—Booth 42 
Chamberlin Company—Booths 1 and 2 

Charles Sales Company—Booth 33 

Ciba Pharmaceutical Products, Inc.—Booth 32 

The Coca-Cola Company—Lounge 

Detroit Steel Products Company—Booths 49, 50 and 51 
Devereux Schoois—Booth 18 

Encyclopaedia Britannica, Inc.—Booth 3 

Fellows Medical Manufacturing Co., Inc.—Booth 21 
Grass Instrument Company—Booth 35 

Grune & Stratton, Inc.—Booth 13 

Hill Laboratories Co.—Booth 40 

International Universities Press, Inc.—Booth 43 
Lektra Laboratories, Inc.—Booth 10 

Leonard Valve Company—Booth 28 

The Linguaphone Institute—Booth 19 

J. B. Lippincott Company—Booth 12 

The Macmillan Company—Booth 30 

McGraw-Hill Book Company, Inc.—Booth 36 
Medcraft Electronics Corp.—Booth 52 

Offner Electronics, Inc.—Booths 4 and 5 

The Psychological Corporation—Test Division—Booth 37 
Reiter Electro-Stimulator—Booths 7, 8 and 9 

R. J. Reynolds Tobacco Co.—Booth 45 

Sandoz Chemical Works, Inc.—Booth 23 

Sharp & Dohme, Inc.—Booth 27 

Smith, Kline & French Laboratories—Booth 24 

E. R. Squibb & Sons—Booth 39 

Trans World Airlines, Inc.—Booth 22 

Truscon Steel Division—Booths 25 and 26 
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for the PRACTITIONER 


A HISTORY OF PSYCHOANALYSIS IN AMERICA 
By CLARENCE P. OBERNDORF, M.D. 


“ ... It is important that such a man as Dr. Oberndorf, who has been intimately 
associated with the development of the work ef Freud in this country from its earliest 
days, and who has a breadth of viewpoint, medically and culturally, and a talent for 
writing with enthusiasm, should have organized in so readable a volume so many im- 
portant facts unknown to his successors.” Ives Hendrick, M.D. 288 pages, $5.00 


DEPRESSION 
Edited by PAUL H. HOCH, M.D. and JOSEPH ZUBIN, Ph.D. 


This new volume, which contains the papers and discussions of the 1952 meeting of the 
American Psychopathological Association, treats this most outstanding problem of 
psychopathology from the viewpoint of the various scientific disciplines: genetics, clinical 
psychiatry psychodynamics, child psychiatry, anthropology, physiology, endocrinology, 
biochemistry, biometrics, and geriatrics. Etiology, dynamics, diagnosis, and treatment 
are discussed fully, and the joint attack along psychodynamic, physiologic, biochemical, 
and developmental lines, taken in this volume, bids fair to make substantial progress in 
our knowledge of such states. 288 pages, $5.50 


BASIC PROBLEMS IN PSYCHIATRY 
Edited by JOSEPH WORTIS, M.D. 


Six outstanding spokesmen for distinctive viewpoints discuss, in the light of their varied 
and rich experience, a number of basic concepts and approaches to the increasingly more 
complicated problems of psychotherapeutic practice. The correlative comments of Dr. 
Wortis bring these varied approaches into sharp focus for practitioner and student. 

192 pages, $4.50 


THE INSIGHT TEST 
A Verbal Projective Test for Personality Study 
By HELEN D. SARGENT, Ph.D. 


Offering unique features and advantages, the Sargent Insight Test is of immediate value 
as a sensitive diagnostic tool. Extensively used since 1944 on a clinical investigative basis, 
it now receives its first complete presentation: instructions for administration, scoring 
and interpretation, illustrative test protocols accompanied by clinical data, and theoretic 
orientation. 288 pages, 6.75 


A SYNTHESIS OF HUMAN BEHAVIOR 
By JOSEPH C. SOLOMON, M.D. 


This volume is primarily a study of the ego. Perception and concept formation as 
related to phases of psychosexual development are presented in a sequential fashion from 
birth to old age. Dr. Solomon uses a new approach to the coordination of the accumulated 
data on human behavior, and includes a Table of Ego Organization which is a con- 
venient condensation of many of the key ideas expressed in the text. 

about 250 pages, about $4.50 


THEORY AND PROBLEMS OF ADOLESCENT DEVELOPMENT 
By DAVID P. AUSUBEL, M.D., Ph.D. 


Dr. Ausubel has organized the vast body of research data, which has accumulated over 
the past 50 years in the field of adolescent psychology, around a comprehensive and 
integrated theory of adolescent development, which now makes meaningful much of what 
has previously been reported only on a descriptive basis. He discusses in detail the 
psychobiological and psychosocial problems of adolescence, as well as problems of 
behavior disorder, delinquency, mental hygiene and guidance. His book will be of value 
to all who deal in any way with this age group, and to both practitioners and students 
interested in the developmental aspects of personality. 

600 pages, $10.00 
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ALL THESE BOOKS will be on exhibit at the St. Louis Convention in 
May. You are cordially invited to visit our Booth No. 13 
and inspect them there. Or, if you wish, you may order 
copies on approval, using the coupon below. 


NEW—JUST RELEASED... 


‘THE TECHNIQUE OF PSYCHOTHERAPY 


BY LEWIS R. WOLBERG, M.D. 


Dr. Wolberg provides for the first time, in this volume, a complete, authoritative trea- 
tise on every phase of the therapeutic situation, from first to final interview, and every 
point in his exposition is illustrated with ample case material. Moreover, he includes a 
comprehensive review of all the prevalent schools of psychotherapy, thus adding to the 
book’s value as a reference work. 


The approach taken is an eclectic one, and Dr. Wolberg correlates the positive fac- 
tors of the various systems of psychotherapy that have been advanced into a flexible 
framework in which therapeutic skills may be developed and sharpened. It is the 
basically sound therapeutic structure, irrespective of the specific kind of psychotherapy 
done and without reference to the individual style of the therapist, which is isolated and 
described. In this way, the basis is presented for a psychotherapeutic program that every 
practitioner will profit from, a program devised to expand the utility of the specific 
talents of the therapist. 


For the advanced practitioner, The Technique of Psychotherapy will serve as a 
reference text for handling special problems and expanding therapeutic skills. For the 
beginning practitioner, it will be a step-by step working manual. The Board candidate 
will find its review of the psychotherapeutic schools indispensable, and the Supervisor can 
use it as a means to help the student consolidate theory with practice. For all concerned 
with therapy in any form, Dr. Wolberg’s volume will stand for many years as an inex- 
haustible source of relevant, essential information. 


880 pages, $14.75 


ORDER FORM 


Please send me, on approval, the following: 


Oberndorf, $5.00 Wortis, $4.50 [] Solomon, $4.50 
[] Hoch, Zubin, $5.50 [] Sargent, $6.75 []) Ausubel, $10.00 
Wolberg, $14.75 


Check enclosed Charge my account 
Name 
Address 


cash GRUNE & STRATTON, INC. 


381 Fourth Avenue New York 16, N.Y. 
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SUPPRETTES 


AQUACHLORAL 


AQUACHLORAL 
Suppettes® 


Chloral Hydrate in Suppository Form 


The NEOCERA Base 

A special blend of water-soluble 
waxes requiring no refrigeration. 
Advantages 

Non-barbiturate, non-cumulative 
and no gastric disturbances. Ac- 
curate and pre-measured dosage 
without any rectal discomfort or 
irritation. No leak-back after in- 
sertion. Rapid solubility assures 
prompt sedation. 

Supplied 

Aquachloral Supprettes, 5 grains 
(green), 10 grains (blue), 15 grains 
(yellow) in jars of 12. 


Professional Samples Upon Request 


The William A. Webster Co. 


MEMPHIS 3, TENNESSEE 
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... Short, Pleasant Recovery 


with PENTOTHAL® SODIUM 


(STERILE THIOPENTAL SODIUM. ABBOTT) 


now ultra-short-acting barbiturate for 


nearly 2,000 7 
clinical reports intravenous anesthesia 


ABBOTT LABORATORIES, 


404102 North Chicago, Illinois 
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‘*A salute to those who 


made it possible’’ * 


OF BUILDING 
LEADERSHIP 


Complete the Environment 
that Helps Your Treatment 


The homelike atmosphere and pleasant 
surroundings that are vital to modern 
therapy, call for Fenestra* 5-in-1 Psychi- 
atric Package Windows. 

They look like the modern awning- 
type windows seen every day in schools, 
restaurants, hospitals and homes. They 
have no “restraining” appearance. 

Their protection is where it should 
be—in their design and in their screens. 

The Fenestra Psychiatric Package 
Window Unit includes the graceful 
awning-type steel window with smooth- 
working operator and removable bronze 
adjuster handle... with three specialized 
flush-mounted inside screens for three 


different uses. Detention Screen gives’ 


maximum restraint with strong mesh 
attached to powerful, concealed shock 
absorbers. Protection Screen, without 


Your need for a more homelike, pleasant 


Pleasant and friendly — but strong. Fenestra Psychiatric Package 
Windows in Psychiatric Ward of Fresno County General 


Hospital, Fresno, Calif. 
Architect: David H. Horn & Marshall D. Mortland, Fresno. 
Contractors: Dahs Construction Company, Fresno. 


shock absorbers, issued for less dis- 
turbed patients. Insect Screen is used for 
windows in non-restraint areas. They 
are all handsome, modern screens. 

Fenestra Psychiatric Package Windows 
have no projecting sills to climb on. No 
sharp corners. Patients can’t get at the 
glass. The all-weather ventilation is con- 
trolled without touching the screen. 
Glass is washed inside and out, from 
inside the room. 

To eliminate maintenance-painting, 
Fenestra Windows are now available 
(on special order) Super Hot-Dip Gal- 
vanized, from America’s only plant 
especially designed for hot-dip galva- 
nizing of steel windows. Call your 
Fenestra Representative, or write Detroit 
Steel Products Company, Dept. AJ-4, 
2276 E.Grand Blvd., Detroit 11, Mich.*® 


PSYCHIATRIC 


environment for patients encouraged us to 
develop a psychiatric window that didn't look PACKAGE 
like one—the Fenestra Psychiatric Package WINDOWS 


Window Unit . . . a great advancement. 


STEEL WINDOW e STEEL CASING e SCREEN ¢ OPERATOR ¢ REMOVABLE BRONZE ADJUSTER HANDLE 
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REIMER | 
ELE CTROSTI M ULATORS 


~“THE ORIGINAL THERAPEUTIC CEREBRAL STIMULATORS” 


NO technic, employing electrical currents, muscle relaxant 
drugs, or a combination thereof, can completely prevent 
incidence of undesirable side effects. . . 


BUT technics developed for use with the REITER 
ELECTROSTIMULATOR have provided the means to 
REDUCE SIDE EFFECTS to an ABSOLUTE MINIMUM 


It is with considerable pride that introduction of Model RC47C is 
announced. This new model, developed under a coordinated clinical and 
laboratory research program includes many far-reaching advancements. 
One completely new feature is the incorporation of a rugged, easily set. 
electronic timer with second and minute hands providing stop-watch ac- 
curacy up toa full hour. With its automatic safe-guards, Model RC47C 
provides for an amazing reduction of thrust even under an extremely high 
introduction of current. 


MODEL RC47C: 


Convulsive therapy—full range 

¢ Focal treatment—unilateral and bilateral convulsions 
Non-convulsive therapies 

¢ Barbiturate coma and other respiratory problems 

¢ Prolonged deep coma therapy 


MODEL CW47D provides all the aforementioned features except 
for prolonged deep coma therapy. The electronic timer may be 
had on special order. 


You are cordially invited to visit booths, 7, 8 and 9 for discussion of new technics of 
treatment and schedule of demonstrations. 


OVER 100 REFERENCES IN LITERATURE AND TEXT BOOKS— 
Bibliography and literature on request 


REUBEN REITER, Se.D. | 


38 WEST 48th STREET, ROOM 606, NEW YORK 36, N. Y. 
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PROVIDE 


Symptomatic relief from Psychosomatic disturbances 


COUNTERACT 


Anxiety, abnormal dread or fear, discouragement, gloom, 
depression, nervousness 


ALLAY 


Sensation of hunger, thereby lessening tendency to overeating 


CREATE 


Sense of well-being without untoward after-effects 


PHARMACEUTICAL LABORATORIES, INC. 
SOUTH HACKENSACK, NEW JERSEY 


_ F R FE ig | Premo Pharmaceutical Laboratories, Inc., South Hackensack, N. J. 


_ Please send me a professional sample of 
Physicians’ 30 Secodrin tablets. 


sample of this 

new PREMO 
specialty. 

q City State 


Name 
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MEDCRAFT ELECTRONIC 
CORP. 


announces 


its removal to new and 


larger quarters 


426 Great East Neck Road 
Babylon, N. Y. 


Telephone—Babylon 6-2837 
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PRINTING + LITHOGRAPHING + GRAVURE + BOOKS + FOLDING BOXES + LABELS 


Controlled 


for Printing 
Satisfaction 


In this new four-acre plant—one of the most modern and completely equipped 
in America—The Lord Baltimore Press produces a wide range of high quality 
printing and packaging requirements. 


Lighting and atmospheric conditions are standardized for uniform and efficient 
results. Raw materials, reproduction methods and finishing processes are under 
laboratory control. Skillful technical advice, editorial assistance and functional 
designing are available to supplement our mechanical facilities. 


Satisfying and helping the customer are our principal concerns. May we have 
an opportunity to discuss your printing needs: 


THE LORD BALTIMORE PRESS 


Edison Highway and Federal Street 
BALTIMORE 13, MARYLAND 
New York: Fuller Bldg., 595 Madison Ave. 


LOUISVILLE: Starks Bldg., 4th & Walnut St. CHICAGO: Suite 1928, 333 N. Michigan Ave. 
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Electro- 

Shock 

Ther Qpy with proven 
GLISSANDO TREATMENT 


reduces severity of convulsion ... 
reduces chance of fracture... 


Model 160-G 
$250.00 


PORTABLE 


complete with 


electrodes U N T 


Glissando in Electro Shock Therapy is the method of applying the shock 
stimulus to the patient in a smooth, gradually increasing manner so that the 
severity of the initial onset is minimized. In the Lektra equipment this gradual 
increase is AUTOMATICALLY controlled for uniformity and consistency 
of results. The Glissando rate of rise, variable from .4 second to 2.0 seconds 
in steps of 0.2 second may be selected to regulate the degree of “glide” into 
the actual shock treatment. The Glissando is incorporated within the unit in 
such a manner that either Glissando Shock Therapy or 

Conventional Shock Therapy can be given at will. 


Write Dept. A for Free Literature 


LEKTRA LABORATORIES, 


154 ELEVENTH AVENUE —WE W , V1, 
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SELF-POWERED 
BATTERY RECORDER 


specially designed 
for the psychiatrist 
to meet his every need a 


Automatic Undetected Recordings up to 4 hrs. 


The self-powered Walkie-Recordall permits you to make undetected, 
unsupervised recordings automatically—anytime, anyplace—in or out 
of the office—while walking, riding or flying—without connecting to 
electric socket. The miniature Walkie-Recordall weighs only 8 Ibs., 
including self-contained standard batteries. Provision available also 
for operation from 110 v. A.C. May be had with Miles Standard 
Briefcase. Walkie-Recordall picks up and records consultations, lec- 
tures, diagnosis and interviews in or out of closed briefcase. These 
undetected recordings insure an uninhibited response. 


Sensitivity Range -- 60 ft. radius 


Walkie-Recordall picks up and records within a 60-ft. radius. The 
Automatic Voice Equalizer assures equal voice volume within the 
sensitivity range. Monitoring provision from microphone or tele- 
phone is available. 


Voice Activated ‘‘Self-Start-Stop’”’ Eliminates Supervision 


Using this control, recording is automatically and instantly started 
upon the activation of voice vibrations and stops, automatically, 
within 6 seconds after voice ceases. The recording of silent periods 
is completely eliminated. This feature is particularly desirable when 
gathering additional information from patients when left unattended, 
insuring uninhibited response through self-expression. 


Case History Simplification 


A single Sonaband, the compact, easy-to-file recording medium, has 
a recording capacity of 8 hours on both sides. Recordings, which 
may be accumulated at intervals, are indexed, permanent and un- 
alterable. A case history file may be compiled of Sonabands at a cost 
of only 3¢ per hour. Using Walkie-Recordall, time consuming and 
expensive transcriptions may be completely eliminated by direct 
reference to Sonabands. The unique indexing arrangement permits 
immediate playback of any portion of previously recorded text. 4% 


Telephone Recordings 


When using Miles Telemike, Walkie-Recordall will record two-way 
telephone conversation. 


a WALKIE-RECORDALL — a product of 30 years of research 
me og For literature and price list write Dept. AJP-4 


MILES REPRODUCER COMPANY, INC. 


812 BROADWAY + NEW YORK 3, N. Y. ¢ SPring 7-7670 
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STUDIES 
SCHIZOPHRENIA 


A Multidisciplinary Approach 
To Mind-Brain Relationships 


BY THE TULANE DEPARTMENT OF PSYCHIATRY & NEUROLOGY 
REPORTED BY ROBERT G. HEATH, M.D., CHAIRMAN, & OTHERS 


THE development and testing of a new theory of schizophrenia which 
may lead to new therapeutic approaches to this and other diseases. 
Investigation revealed interrelationships between activity (facilitatory or 
inhibitory) in key pathways in the brain and mental and bodily processes. 
In developing therapy the research team, determined not to damage any 
brain area, employed mild electrical stimulation (not to be confused with 
shock therapy) on conscious patients. Some, though not all, of the patients 
severely ill for many years responded with marked and continued 


improvement. 


THE research team combined the techniques of psychiatry, psychology, 
physiology, neurology, biochemistry, and neurosurgery. Their results can- 
not yet be offered as clinical procedure, but support the basic hypotheses 
of facilitatory ‘and inhibitory circuits, throw new light on mind-brain rela- 
tionships, and open up broad fields for further research. $8.50 


A COMMONWEALTH FUND BOOK 


At Your Bookstore, or 


HARVARD UNIVERSITY PRESS 


Cambridge 38 Massachusetts 
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FASTER SEALS) 


HELP | 


crippled 


children 


meet their 


needs 


The National Society for Crippled Children and Adults, Inc. 
11 S. LaSalle St., Chicago 3, Ill. 
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minutes 


No longer need the advantages of muscle 
relaxation during electro-convulsion therapy 
be foregone because of the disadvantage 

of prolonged effect. Speed of action 

and recovery are characteristics of 
‘Anectine’ medication. 


‘Anectine’ produces full relaxation within 
90 to 120 seconds of injection; the effect 
lasts about 2 minutes, and recovery of 
muscle tone begins immediately thereafter. 


As with all relaxants, facilities for 
oxygen insufflation must be available when 
‘Anectine’ is given. When apnea does occur, 

its average duration is about 2 minutes. 


References: Wilson, W. and Nowill, W. K.: 
Southern Psychiatric Meeting, 1952. 


Holmberg, G. and Thesleff, S.: Am. J. 
Psychiat. 108:842, 1952. 


muscle 


relaxation 


for E.C.T. 


SUCCINYLCHOLINE CHLORIDE INJECTION 


20 mg. in each ce. 
Multiple-dose vials of 10 ce. 
Ready for intravenous injection. 


For full information, write to — 


S 


XXVII 


1 2 3 4 6 2. 
2 
4 
eae “ag 
brand 
' 
Le 
ke 
* 
: 
= 
By 


THE SOUTHARD SCHOOL THE MENNINGER CHILDREN’S CLINIC 


Intensive individual psychotherapy in a | Outpatient psychiatric and neurologic eval- 
residential school, for children of elemen- | uation and consultation for infants and 


tary school age with emotional and be- | children to eighteen years. 
havior problems. 


Department of Child Psychiatry 
THE MENNINGER FOUNDATION 


J. Correr HirscuHBereG, M. D., Director Topeka, Kansas; Telephone 3-6494 


HARWORTH HOSPITAL 


525 E. Grand Blvd., Detroit 7, Mich. Phone WA 3-4300 


A private hospital for the diagnosis and treatment of NERVOUS, EMO- 
TIONAL, ALCOHOLIC DISORDERS and DRUG HABITUATION. 


CHARLES G. KILLINS, M. D.—Medical Director 
FRED. SWARTZ, M.D. MARGARET BIAMA, M.D. WERNER SCHMIDT, M.D. 


Separate buildings for nervous and emotional disorders. 


Registered with American Medical Association and American Hospital Association. 


ESTABLISHED 1911 


~ WESTBROOK SANATORIUM 


A private psychiatric hospital em- 
ploying modern diagnostic and treat- 
ment procedures—electro shock, in- 
sulin, psychotherapy, occupational and ee 
recreational therapy—for nervous and 
mental disorders and problems of - 

ii R. H. CRYTZER, Administrator 


REX BLANKINSHIP, M.D. 
Medical Director 


THOMAS F. COATES, M.D. 
Associate 


P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 
Brochure of Views of our 125-Acre Estate 
Sent on Request 
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Founded 1879 


RING SANATORIUM 


Eight Miles from Boston 


For the study, care, and treatment of 
emotiona!, mental, personality, and habit 
disorders. 


On a foundation of dynamic psycho- 
therapy all other recognized therapies are 
used as indicated. 


Cottage accommodations meet varied 
individual needs. Limited facilities for 
the continued care of progressive disor- 
ders requiring medical, psychiatric, or 
neurological supervision. 


Full resident and associate staff. Cour- 
tesy privileges to qualified physicians. 


BENJAMIN Simon, M.D. 
Director 


Cuarces E. Wuite, M.D. 
Assistant Director 


Arlington Heights, 
Massachusetts 
ARlington 5-0081 


Francis W. Russet 
Executive Secretary 


ROGERS 
MEMORIAL 
SANITARIUM 


OCONOMOWOC, WISCONSIN 


Located on Nashotah Lakes, 30 
miles west of Milwaukee, providing 
an ideal country environment, and 
the facilities for modern methods of 
therapy of the psychoneuroses, psy- 
chosomatic disorders, and other neu- 
rologic and psychiatric problems. 
Occupational therapy and recrea- 
tional activities directed by trained 
personnel. 


Ow_eEN C. M. D. 
Medical Director 


CHARLES H. FEaAsLer, M.D. 
A. C. WASHBURNE, M. D. 


CATHERINE A. ROSENBERG, R. N. 
Director of Nursing 


not 


HIGHLAND HOSPITAL, INC. 


Founded in 1904 


Asheville, North Carolina 


Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and treatment pro- 
cedures—insulin, electroshock, psychotherapy, occupational and recreational therapy— 


for nervous and mental disorders. 


The Hospital is located in a seventy-five acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording exceptional opportunity 


for physical and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic services and therapeutic treatment for 


selected cases desiring non-resident care. 


R. CHARMAN CARROLL, M.D. 


Diplomate in Psychiatry 
Medical Director 


ROBT. L. CRAIG, M.D. 


Diplomate in Neurology and Psychictry 
Associate Medical Director 
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THE ANDERSON SCHOOL 


Staatsburg, New York 


Regents accredited college preparatory Senior and Junior High School, 
Elementary School, and two-year post graduate course 


I wish to announce that I have decided to terminate my Fox Hollow School, located 
at Rhinebeck, New York, and I am concentrating my interest and energies at The 
Anderson School, located at Staatsburg, New York. I am no longer prepared to serve 
parents of retarded, mentally defective, epileptic or acutely disturbed children. The 
Anderson School is a Regent’s accredited, college preparatory, senior and junior 
high school, with elementary grades and a two-year post graduate course above the 
secondary school level. It is psychiatrically oriented and is well equipped with the 
most modern methods and procedures, not only in academic, recreational and modern 
school environment fields, but particularly in personnel and guidance of each indi- 
vidual student. A full-time psychiatrist and psychologists are in residence. Our work 
emphasizes a much wider concept of student training and growth than is conceived 
of in present day education. Educating the student as a person, adjusting and matur- 
ing his personality is a primary aim. 


For further information address V. V. ANDERSON, M. D. 


THE ANDERSON SCHOOL 


STAATSBURG-ON-Hupson, NEw YorK TELEPHONE: STAATSBURG 3571 


HIGH POINT 
HOSPITAL 


PORT CHESTER, NEW YORK 
POrt Chester 5-4420 


Emphasis is on analytically oriented psychotherapy, each patient receiving a minimum 
of three therapeutic hours per week. Physiologic forms of treatment are available; 
therapy administered by attending psychoanalysts, and residents in advanced training 
under the immediate supervision of the director; staff of medical and surgical con- 
sultants for psychosomatic studies; near New York City. 


ALEXANDER GRALNICK, M.D., F.A.P.A., Director 
WILLIAM V. SILVERBERG, M.D., F.A.P.A. STEPHEN P. JEWETT, M.D. 
Chief Consultant in Psychotherapy Chief Consultant in Clinical Psychiatry 

RutuH Fox, M.D., Associate Consultant L. CLovis HirninG, M.D., Associate Consultant 
Attending Psychiatrists: STEPHEN W. KempstTerR, M.D.; MERVYN SCHACHT, M.D. 


Psychiatrists: Leonarp C. FrRaNK, M.D.; Sytvia L. GENNIS, M.D.; LEoNaRD M.D., 
P.A.; Daniet L. GoLpsTeIn, M.D., FA. Simon H. M.D. 


LEATRICE Styrt SCHACHT, M.A.; ALBERT L. SoBOL, PH.D. 


Consulting Staff: Neurology, KENNETH M. Ganc, M.D.; Gynecology, H. Giss, M.D., F.A.C.S.; 
Surgery, Frank T. Massucco, M.D., F.A.C.S.; Internal Medicine, NaTHANIEL J. SCHWARTZ, M.D., 
F.A.C.P.; ARNOLD J. RopMAN, M.D., F.C.C.P.; Dentistry, Irvine J. GRALNICK, D.D.S. 
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TO US THERE 1S NOTHING SO WONDERFUL 
AS THE SIGHT OF 


Happy Children 


The exceptional child takes 


his place comfortably and 
easily in the relaxed and 
home-like atmosphere of 
The Brown Schools. . . and 
at the same time prescribed 
training continues quietly 
and efficiently through a 
skilled staff of psychiatrists, 
psychologists, and regis- 
tered nurses. Small enough 
to insist on individual at- 
tention, large enough to 
maintain a complete staff, 
The Brown Schools is a 
happy place for the excep- 
tional child. View book and 
full details on request. 


FOR. EXCEPTIONAL CHILDREN 


BERT P. BROWN PAUL L. WHITE, M.D 
FE 


President 
Medical Director 
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for emotionally disturbed children . . . 


THE ANN ARBOR SCHOOL 


. is a private school for children from six to fourteen, 
of average or superior intelligence, with emotional or 
behavior problems. 

. . . providing intensive individual psychotherapy in a 
residential setting. 


A. H. KAMBLY, M.D. 411 FIRST NATIONAL BLDG. 
Director Ann Arbor, Michigan 


1850 PONTIAC ROAD - ROCHESTER, MICH. 
Telephone: 9441 


Leo H. Bartemeier, MD. A private hospital 25 miles north of Detroit for 


the diagnosis and treatment of mental illness. 


Mr. Graham Shinnick 
M 


North Shore Health Resort 


on the shores of Lake Michigan 
WINNETKA, ILLINOIS 


NERVOUS and MENTAL DISORDERS 
ALCOHOLISM and DRUG ADDICTION 


Modern Methods of Treatment 


MODERATE RATES 


Established 1901 Fully Approved by the 
Licensed by State of Illinois American College of Surgeons 


SAMUEL LIEBMAN, M.5S., 
Medical Director 


225 Sheridan Road Winnetka 6-0211 
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FAIR 
OAKS 


INCORPORATED 


Summit, New Jersey 


SUMMIT 6-0143 


OSCAR ROZETT, M.D., Medical Director Located 20 miles from New 


York Maintaining Homelike, 


MISS MARY R. CLASS, R.N., Director of Nurses Private Surroundings with 


Spacious Grounds. 


MR. T. P. PROUT, JR., President The Institutional Atmosphere 
Is Eliminated, Yet All of 


the Hospital Facilities Are 


ELECTRIC SHOCK THERAPY OCCUPATIONAL Avatiatic for Tyeaiment and 
THERAPY Management of Problems in 


INSULIN THERAPY Neuropsychiatry. 


PSYCHOTHERAPY DIETETICS aa 
PHYSIO AND HYDRO BASAL METABOLISM 


THERAPY CLINICAL LABORATORY ESTABLISHED 1902 


COMPTON SANITARIUM 


820 West Compton Boulevard 
Compton, California 
NEvada 6-1185 


HIGH STANDARDS OF PSYCHIATRIC TREATMENT 
Approved by the AMERICAN COLLEGE OF SURGEONS 


LAS CAMPANAS HOSPITAL UNDER SAME MEDICAL 
DIRECTION 


G. CRESWELL BURNS, M.D. 


PHILIP J. CUNNANE, M.D. Medical Director 


HELEN RISLOW BURNS, M.D. 


Assistant Medical Director 


Established in 1915 
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The BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a 
small group of girls over five years of age. Carefully 
chosen staff. Special modern teaching techniques and pro- 
gram of therapeutic education. Varied handicrafts, cook- 
ing, nature study and field trips. Outdoor games, picnics 
and other activities. Comfortable, homelike atmosphere. 
Close cooperation with family physician. 70 miles from 
New York City. 


Telephone Dingmans Ferry 8138 References 


Directors: Frances M. King, formerly Director of the Seguin School 
Catherine Allen Brett, M.A. 


The LIVERMORE SANITARIUM 


LIVERMORE, CALIFORNIA 
SAN FRANCISCO OFFICE—450 SUTTER STREET 


For the Treatment of Nervous and Mental Diseases 


The Hydropathic Department, for nervous and general patients; the Cottage Department, 
for mental patients. Features: near Oakland and San Francisco; ideal climate; large beauti- 
ful grounds; hydrotherapy, athletic and occupational departments; clinical laboratory; large 
trained nursing force. Rates include room, suitable diet, medical care, general nursing and 
routine examinations. Booklet on request. 


O. B. JENSEN, M.D., Superintendent and Medical Direct 


KEEP AND PROTECT 


YOUR JOURNALS 
IN THIS NEW a 
VOLUME FILE CASE 


ATTRACTIVE 
INEXPENSIVE 
SERVICEABLE 


$2.00 each: 3 for $5.00 


ORDER DIRECT FROM 
AMERICAN JOURNAL OF PSYCHIATRY 
1270 AVENUE OF THE AMERICAS, N. Y. 


When ordering, please specify volume numbers. 
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An Institution for the study and treatment of Nervous and Mental Disorders 
Write for booklet 
EST. 1898 
RUTH D. SIHLER, Director JOHN H. NICHOLS, M.D., Medical Director 


WINDSOR HOSPITAL 
CHAGRIN FALLS, OHIO — Telephone: Chagrin Falls 7-7346 
Member American Hospital Ass’n and Central Neuropsychiatric Hospital Ass’n 
— Approved by The American College of Surgeons — 


ATTENTION BALDPATE, INC. 


Georgetown, Mass. 
Geo. 2131 


Located in the hills of Essex County, 
30 miles north of Boston 


Extension of the reduced subscription rate 
of $5.00 (less than one-half the regular rate) 
for the AMERICAN JOURNAL OF PSY- CVOTSO 
CHIATRY has been authorized to include 


medical students; junior and senior internes; For the treatment of psychoneuroses, 


personality disorders, psychoses, alcohol- 


first, second, and third year residents in : a 
ism and drug addiction. 


training; and graduate students in psychol- 
ogy, psychiatric nursing, and psychiatric so- Psychotherapy is the basis of treat- 
cial work. ment ; electric shock treatments, sub-coma 
and deep coma insulin therapy when in- 
dicated ; sleep treatment for withdrawal 
of narcotics. 


In placing your order, please indicate 
issue with which subscription is to start. 


Send subscriptions to: 
Occupation under a trained therapist, 


THE AMERICAN JOURNAL OF diversions and outdoor activities. 


PSYCHIATRY 


1270 AVENUE OF THE AMERICAS G. M. Scuiomer, M. D., 
New York 20, New York Medical Director 
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INDISPENSABLE 


To every psychiatrist, every psychiatric clinic and every psychiatric 
hospital. 


Patients travel or move to other parts of the United 
States. Patients have relatives and friends in all parts 
of the country who frequently ask to be referred to col- 
leagues or have recommended to them privately practic- 
ing psychiatrists or clinics throughout the United States, 
therefore, it is indispensable that you own a copy of the 


BIOGRAPHICAL DIRECTORY OF THE AMERICAN PSYCHIATRIC 
ASSOCIATION, Price now $10.00 (1950 Edition) 


You can locate in the geographical index the names of 
psychiatrists practicing within a certain area and the 
exhaustive alphabetical section of the Directory gives you 
complete information about more than 4,000 of your col- 
leagues with reference to: 


Training 

Research Activities 

Type of Psychiatric Training 
Affiliation 


“The most frequently consulted book in my office’”’ Dr. S., 
New York 


“‘Indispensable for my referrals’’ Dr. H., Los Angeles 


“Proves helpful every day in my social service depart- 
ment and saves us many hours of work’’ F. McT., Head of 
Psychiatric Social Service of Large Mental Hospital, 
New Jersey 


Secure a copy immediately by ordering now as only a 
small stock remains. 
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THE ULTIMATE GOAL IS 
ADJUSTMENT OF 
THE “WHOLE CHILD” 


The psychologic value of all aspects of 
treatment, training and education is care- 
fully considered for each child at The 
Woods Schools. The ultimate goal is adjust- 
ment of the “‘whole child,” physical, intel- 
lectual and social. Each child is taught to 
handle practical situations, acquire good 
work habits, accept responsibility, mect 
social situations, enjoy social experiences, 
and to function at the maximum of his or 
her ability as an individual and as a mem- 
ber of the group. 


MEDICAL STAFF 
Leslie R. Angus, M. Director of Psychiatric Services 
William. L. Noe, Jr., M. D:, Director of Medica! Services 
Eugene B. Spitz, M. D., Neuro-Surgery Consultant 


PSYCHOLOGICAL STAFF 
Myrtle E. Wampler, M. A. 
Frances Wi M. A, 
Fritz Sterner, M. A. 
cs, tant 
Ruth M, Strang, Ph. D., Attending Consultant in Reading 


Edward L. Johnstone, 
President 


THE Woops SCHOOLS 
A non-profit organization, founded in 1913 
LANGHORNE, PENNSYLVANIA 
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execptional child program of 
education with therapy from pre-school years through 
adolescence. Trained staff workers, experi¢nced in 
ing the meeds of the child who requires special 
‘4 ment, have at their command the finest physical facilities 
and the guidance of leading psychiatrists. Devereux 
} reeegnizes that the eventual level of adjustoient attained 
|’ program of educational therapy. — 


When, in your practice, you encountes preschool or 
1 patient whose normal intellevtnal capacity 


is limited hy emotional disturbances, you are invited to 
| let us evalnave the potential ouicome @f Devereux’ 
cialized education with therapy. Our experienced salt 


Joun M. Baaciay, Registrar, 


vane 


Meena T. DEVEREUX, 
SANTA BARBARA, CALIFORNIA - DEVON, 


PSYCHOLOGICAR 
A i ote 
Robert A. 111, 
2 


